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Abstract 
Cancer is a major disease in Australia, with one in three men being directly affected in the 
first 75 years of their life. The benefits of utilising psychosocial support in improving 
adjustment to cancer have been demonstrated, yet rates of participation in formal 
psychosocial support services are generally low. The literature suggests that engagement 
in formal services may be particularly challenging for men living in rural and regional 
areas, where issues of access and help-seeking behaviours can act as barriers to service 
utilisation. The main aim of the current study was to investigate formal and informal 
psychosocial support use among a sample of men with cancer living in rural and regional 
Australia, and to examine how use of psychosocial support is related to psychological, 
physical and social wellbeing. A sample of 82 men, the majority with prostate cancer 
(n = 58), was recruited from oncology clinics, cancer specialist clinics and cancer support 
groups. The men resided in regional, rural and remote areas of the Grampians region of 
Victoria. Participants completed a survey package which included the Brief Symptom 
Inventory, the List of Physical Complaints, the Social Support Subscale of the Coping 
Resources Inventory, and questionnaires related to levels of awareness, satisfaction and 
participation in psychosocial support. A sample of nine men diagnosed with prostate 
cancer, drawn from the survey participant pool, plus three health professionals 
participated in semi-structured interviews. A total of 36% of the sample of men were 
experiencing significant emotional distress. Almost half of the men in the sample of 
respondents had used a formal psychosocial support service. Reasons for participating in 
a formal service included feeling emotionally and physically unwell. Men who had used a 
formal support service were younger than those who had not, and reported significantly 
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higher levels of 'psychoticism'. Consistent with the literature, health professionals 
interviewed reported that lack of awareness and lack of access to services were barriers to 
participation in formal support. In contrast, participant awareness of at least one formal 
psychosocial support service offering emotional support was high (82%) and lack of 
access and availability of services were not refelTed to as reasons for non-participation in 
a formal service. The main reasons for non-participation were sufficient support from 
family and friends, and the belief that they could cope on their own. This study revealed a 
tension between the opinions of health professionals and men with cancer regarding 
balTiers to help-seeking. Despite high rates of awareness and use of psychosocial support, 
a substantial number of men were experiencing significant emotional distress. Therefore, 
participation in formal support services that specifically address issues of mental health 
may be beneficial to men living with cancer in rural and regional areas. 
Psychosocial Support 
Introduction 
I. /. Callccr 
Cancer has become a leading cause of morbidity and mortality in Australian 
men, with one in three likely to be diagnosed with cancer before the age of 75 
(Australian Institute of Health and Welfare and Australasian Association of Cancer 
Registries, 2004). More males than females died of cancer in Australia in 2006, with 
129 male deaths per 100 female deaths (Australian Bureau of Statistics, 2008). 
Prostate cancer is the most commonly diagnosed registrable cancer among Australian 
men, followed by colorectal cancers, lung cancer and melanoma (Australian Institute 
of Health and Welfare and Australasian Association of Cancer Registries, 2004). The 
leading causes of cancer deaths among Australian men are lung, prostate and 
colorectal cancer, respectively (Australian Bureau of Statistics, 2004). 
In 2006 approximately 39,000 people died of cancer in Australia (Australian 
Bureau of Statistics, 2008), and most recent estimates indicate that 267,000 
Australians are living with cancer, many with persistent and incurable forms 
(Australian Bureau of Statistics, 2004). Furthermore, the incidence of cancer is 
increasing due to Australia's aging population. The population in the age groups from 
50-59 years and above is increasing rapidly as the generation born during the baby 
boom (1946 to 1961) reaches these ages. This is leading to an increase in new cases of 
cancer much greater than the overall population growth (Australian Institute of Health 
and Welfare and Australasian Association of Cancer Registries, 2004). In addition, 
advances in early detection and treatment continue to result in increased survival rates 
for people with cancer. Currently, well over half of all Australians diagnosed with 
cancer each year will still be alive five years on (Australian Bureau of Statistics, 
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2004). This means that people are living longer with the disease and its associated 
adverse side effects. 
A diagnosis of cancer carries with it a threat to a person's physical wellbeing, 
with the associated physiological changes and the often debilitating effects of 
treatments such as surgery, chemotherapy and radiation therapy (Taylor, Falke, 
Shoptaw, & Lichtman, 1986). Moreover, cancer brings with it fear related to death 
and the progression or reoccurrence of the disease, and an overall sense of a loss of 
control (Redd et aI., 1991; Spiegel, 1997). Consequently, cancer has a significant 
psychosocial impact, that is, it affects aspects of an individual's life related to 
psychological, relationship and social issues (Newell, Sanson-Fisher, Girgis, & 
Ackland, 1999). This psychosocial impact often results in considerable cancer-related 
"distress", which according to the National Comprehensive Cancer Network (2002) is 
defined as an unpleasant experience of a psychological (cognitive, behavioural, 
emotional), social andlor spiritual nature that may interfere with the ability to cope 
effectively with cancer, its physical symptoms and its treatment. 
1.1.1. Psychological impact of cancer 
Baider, Peretz, and Kaplan De-Nour (1989) noted that in research involving 
cancer patients approximately 50-60% of them adjust well to the cancer diagnosis and 
treatment, but the remainder report a disruption in psychological well-being. This 
disruption often manifests as an increase in symptoms of psychological distress 
(Kroger, Menzel, Gschwend, & Bergman, 1999; Pannek et aI., 1997). Initially, 
distress may be related to the shock and denial associated with a diagnosis of cancer, 
with these emotions usually subsiding within a short amount of time (Block, 2000). 
However, it has been estimated that about one-third of people diagnosed with cancer 
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will experience long-term psychological difficulties (Zabora et a!., 1997), as cancer 
and its treatment are ongoing stressors that require continual psychological 
adjustment, even in the best of cases (Taylor et a!., 1986). 
Research into distress associated with stage of cancer has produced mixed 
results. Whereas some studies have shown that patients experienced more adjustment 
difficulties around the time of diagnosis than later in the course of their illness 
(Fallowfield, 1990; Irvine, Brown, Crooks, Roberts, & Browne, 1991), other studies 
have indicated that patients with more advanced disease experienced greater distress 
than patients in the early stage of their disease (Kugaya, Akechi, Okamura, Mikami, & 
Uchitomi, 1999; Northouse et aI. , 1999). Others have shown that time since diagnosis 
was unrelated to measures of psychological adjustment (Parker, BailIe, De Moor, & 
Cohen, 2003). 
Regardless of stage of disease, studies that have examined prevalence of 
psychological distress among cancer patients indicate that 25 - 30% of all patients 
experience significantly elevated levels of emotional distress (Derogatis et aI., 1983; 
Farber, Weinerman, & Kuypers, 1984; Moorey, Greer, & Watson, 1994; Zabora, 
Brintzenhofeszoc, Curbow, Hooker, & Piantadosi, 2001). While many of these studies 
included both men and women in their samples, recent research has investigated 
prevalence rates of distress among men. Studies of men with prostate cancer have 
reported a range of psychological distress levels, from 8% to 38% (Balderson & 
Towell, 2003; Bennett & Badger, 2005; Sharpley & Christie, 2007; Zabora et aI., 
2001 ). 
While pre-existing mental illness may be a factor in these types of studies, 
Derogatis et a!. (1983), in one of the first studies of psychological distress among 
cancer patients, concluded that nearly 90% of psychological disorders observed were 
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reactions to or manifestations of the disease or its treatment. Prevalence of distress 
studies have predominantly focussed on anxiety and depression, as these have been 
found to be the predominant disorders experienced following cancer diagnosis and 
surgery (Massie, 2004). Apart from affecting patients' quality oflife, anxiety and 
depression may increase the severity of physical symptoms experienced during 
chemotherapy (Andrykowski, 1990), and in some cases may affect adherence to 
treatment (Hoagland, Morrow, Bennett, & Camrike, 1983). Furthem10re, a 
longitudinal study by Brown, Levy, Rosberger, and Edgar (2003) found that 
depressive symptomatology was the most consistent psychological predictor of 
shortened survival time following a cancer diagnosis, after controlling for several 
known demographic and medical risk factors. Consequently, living with cancer can be 
associated with considerable psychological distress affecting treatment, adjustment to 
and outcome of the disease. 
1.1.2. Social impact of cancer 
As well as affecting a person's psychological state, a cancer diagnosis can 
impact on their social environment, as the environment itself becomes restricted due 
to the person's illness. People in the social environment can behave in ways that may 
result in social isolation of the cancer patient. For example, as cancer may be 
characterised by stigma, a cancer patient's network members may withdraw or react 
inappropriately (Helgeson & Cohen, 1996). Research on social support for cancer 
patients has identified unhelpful behaviours of those people in the cancer patient's 
social network. Dakof and Taylor (1990) found that a particularly hurtful behaviour 
was others' avoidance of the patient, generally from friends rather than spouse and 
family. Other prominent unhelpful behaviours noted by cancer patients included 
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others minimising their problem, forced cheerfulness, being told not to worry, and 
insensitive comments (Dakof & Taylor, 1990; Dunkel-Schetter, Feinstein, Taylor, & 
Falke, 1992). 
Furthern10re, cancer treatment may entail physical alterations to the body, 
including alopecia (hair loss) from chemotherapy and radiation therapy, changes in 
secondary sex characteristics from hormone therapy, facial oedema (swelling) from 
steroid therapy, and skin changes from radiation (Tan, Waldman, & Bostick, 2002). 
As well as affecting the cancer patient's self-esteem, these changes have the potential 
to influence the reactions of others in their social environment. Concerns about 
changed physical appearance, and anticipation of others reactions to these changes, 
may result in a decrease in social interactions (Helgeson & Cohen, 1996). 
Social activities may also be restricted for health reasons. For example, some 
types of chemotherapy cause bone marrow suppression, resu1ting in the person being 
cautioned to minimise public contact, as a way of avoiding colds or infections 
(Sherman, 1997). Additionally, fatigue brought on by treatment may cause a patient to 
feel less capable of carrying out usual daily activities (Dukes Holland & Holahan, 
2003). Avoiding social activities has the effect of limiting the cancer patient's access 
to interpersonal resources through a gradual constriction of the individual's social 
network (Bloom & Kessler, 1994). Thus, people diagnosed with cancer can 
experience difficulties in maintaining and acquiring social resources at a time when 
they are most needed. 
1.1.3. Spiritual impact o.!,cancer 
In addition to distress related to psychological and social issues, a person 
living with cancer may also have concerns of a spiritual or religious nature. In an early 
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study, Peteet (1985) found that 36% of a sample of patients referred for a psychiatric 
consultation was struggling with religious issues that were related to their cancer. 
More recent research, however, has moved away from the notion of religious issues, 
to address spirituality as a broader notion, as distinct from the practice of particular 
religions. Peterman, Fitchett, Brady, Hernandez, and Cella (2002) note that recent 
definitions of spirituality include dimensions such as a personal search for meaning 
and purpose in life, and connection with a transcendent dimension of existence. In this 
light, a diagnosis of cancer may prompt concerns related to spiritual well-being, the 
meaning of being ill, and other existential issues (Greisinger, Lorimor, Aday, Winn, & 
Baile, 1997). It has been reported that people with cancer sometimes engage in a 
search for meaning, which may reflect a desire to make sense of the cancer, its causes 
and implications, and a need to restore a sense of order and purpose, which is often 
eroded with a diagnosis of cancer (Taylor, Amenta, & Highfield, 1995). Hence, 
concerns of a spiritual nature may contribute to the distress experienced by a person 
living with cancer. 
1.1.4. Summary 
With the incidence of cancer rising, and survival rates increasing, a growing 
number of Australians are living with cancer and its side effects. A diagnosis of 
cancer has more than a physical impact. People living with cancer may experience 
psychological distress, particularly in the form of depression and anxiety; social 
distress related to the constriction of the individual's social network; and spiritual 
distress, primarily related to the search for meaning in the cancer illness. In order to 
deal with cancer-related distress, an individual may need psychosocial support. 
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1.2. Psychosocial Support 
According to Bernard and Krupat ( 1994), psychosocial support provides a 
means whereby cancer patients have their emotional (psychological, social and 
spiritual) and informational needs met. The emotional function refers to the sharing of 
problems and emotions with others, helping to generate emotional security and 
nurturance (Bernard & Krupat, 1994). Emotional support can be further defined as 
involving the verbal and nonverbal communication of caring and concern. According 
to Hegelson and Cohen (1996) it includes "being there" through listening, 
empathising, reassuring, and comforting. Emotional support involves communicating 
to the patient that he or she is valued and loved, and this can help to restore self-
esteem or reduce feelings of personal inadequacy. Supporting a person emotionally 
can also permit the expression of feelings that may reduce distress, and can lead to 
greater attention to and improvement of interpersonal relationships, thus providing 
some meaning for the disease experience (Thoits, 1986). 
The informational function of psychosocial support occurs through the 
provision and acceptance of advice and guidance (Bernard & Krupat, 1994). Hegelson 
and Cohen (1996) elaborate on the notion of informational support by describing it as 
the provision of information which may enhance perceptions of control, through 
providing patients with ways of coping with symptoms and managing their illness. 
With a perception of actively managing the illness, patients may also develop 
optimism about the future and thus reduce feelings of future vulnerability. 
Informational support can also assist in lessening the sense of confusion that arises 
from being diagnosed with cancer by helping the patient understand the cause, course, 
and treatment of the illness (Helgeson & Cohen, 1996). 
Psychosocial Support 8 
[n addition to emotional and informational support, Thoits (1986) adds the 
function of instrumental support to the model of psychosocial support. Instrumental 
support is practical support involving the provision of material goods and services, 
like transportation, money, or assistance with household duties. Thoits states that this 
kind of support may ameliorate the loss of control that patients feel during cancer 
treatment by providing tangible resources that they can use to exert control over their 
expenence. 
Emotional, infomlational and instrumental support can be provided by people 
in the cancer patient's social environment. This support may come from a variety of 
sources. Formal support services, as provided by medical, allied and mental health 
personnel, hospitals, agencies and cancer support associations, may be utilised, in 
addition to informal support provided by family, friends, neighbours, community 
groups, church, work colleagues and other cancer patients. 
1.2.1. Formal psychosocial support 
It was proposed in the early 1 990s, in a review of psychosocial support needs, 
methods and outcomes by Spiegel (1994), that psychosocial interventions be included 
as standard components of treatment for patients with cancer. More recently, 
Hutchison, Steginga, and Dunn (2005) have restated this recommendation by 
suggesting that psychosocial support (in the foml of cancer-related information and 
brief support from a health care professional in the treatment team), in addition to 
direction to a cancer-related telephone helpline, and other informational support (such 
as decision support and patient education), should be universal care for anyone 
affected by cancer. 
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In an attempt to incorporate psychosocial support into routine care for cancer 
patients in Australia, clinical guidelines for practitioners, developed by the National 
Breast Cancer Centre and the National Cancer Control Initiative, were launched in 
2003 by the Federal Health Minister. The Clinical Practice Guidelinesfor the 
Psvchosocial Care olAdults with Cancer were the first of their kind in the world to 
- . 
describe the emotional, psychological and practical impacts of Australia's leading 
forms of cancer including breast, colorectal, gynaecological, lung, melanoma, 
prostate, urogenital and non-Hodgkin's lymphoma. 
The guidelines provided information to clinicians about how to improve 
psychosocial outcomes using techniques to increase patient recall and understanding, 
how to prepare patients for procedures they are about to undergo, and how to identify 
patients at risk of psychosocial distress. They also included cognitive behavioural 
techniques to decrease anxiety, distress and reduce symptom burden (e.g., pain 
control), and discuss the management of depression through combined therapies 
including supportive psychotherapy and pharmacotherapy. In addition they covered 
appropriate service referral and issues requiring specialist consideration, thereby 
providing clinicians with guidelines to direct their own management of their patients' 
psychosocial needs, as well as the means to refer on to other support services if 
required. 
In addition to the dissemination of clinical practice guidelines, guidance for 
securing improvements in cancer services has recently been released by the National 
Institute of Clinical Excellence in the United Kingdom. The manual on improving 
supportive and palliative care for adults with cancer (National Institute of Clinical 
Excellence, 2004) defines service models likely to ensure that patients with cancer, 
along with their families and carers, receive support and care to help them cope with 
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cancer and its treatment at all stages. The guidance emphasises the importance of 
treating cancer patients as individuals, offering detailed info1l11ation, good face-to-face 
communication, co-ordination of high quality services, and access to formal services 
offering psychological, social and spiritual support when required. 
Cancer patients in need of such formal psychosocial support may be referred to 
a growing number of formal support services within Australia. A range of intervention 
models are available through f01l11al support services, including cognitive behavioural 
therapy, relaxation techniques, psycho-education, psychotherapy, and family and 
couples therapy (National Breast Cancer Centre and National Cancer Control 
Initiative, 2003; National Comprehensive Cancer Network, 2002). Pascoe, Edelman 
and Kidman (2000) outlined the growth of services offering psychological 
interventions over the last two decades in New South Wales. In terms of psychological 
support, they found that patients had the option of accessing support through private 
practitioners, or through hospital-based counselling services provided by social 
workers, psychologists and psychiatrists. 
Further means of receiving formal psychosocial support, in which 
psychological, social, spiritual and informational needs can be met, is through 
professionally led and patient support groups. In a study by the Cancer Council 
Australia (Herron, 2005), the majority of support groups in Australia were found to be 
non-therapeutic, peer support groups. They were either professionally-led social 
support groups or self-help groups, typically led by someone with personal experience 
of cancer. The study also reported the existence of more than 595 support groups for 
people with cancer across Australia, the majority of which were general groups, for 
people affected by any type of cancer. In terms of location, the study found that 
support groups were almost evenly divided between community settings and hospitals 
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or healthcare facilities, and that more than a third of the groups were located in capital 
cities. 
In addition to support groups, telephone information and counselling services 
offer forn1al psychosocial support. In Australia, telephone support for cancer patients 
is offered through the Cancer Helpline, which is a free, confidential telephone 
information and support service run by Cancer Councils in each state and tenitory. 
Organisations specific to particular cancer tumour streams also offer telephone 
services. For example, the Prostate Cancer Foundation, the Australian Lung 
Foundation and the Gynaecological Cancer Society all have a confidential telephone 
help line for information, patient support and practical assistance. 
A more recent potential source of formal support is the Internet. Many cancer 
organisations now have dedicated web pages where information on any aspect of the 
disease can be accessed. Cancer patients can find on the Internet, not only expert 
information about their illness, but also infornmtion on practical advice and strategies, 
and services that offer emotional support and understanding (Klemm, Reppert, & 
Visich, 1998; Sharf, 1997). People with cancer can gain access to support through 
joining an online support group, which in the health context are refened to as 
electronic support groups. Some such groups are facilitated by trained professionals; 
oncology nurses, counsellors, or cancer survivors involved in offline support 
(Eysenbach, 2003). This type of psychosocial support offered online, which is 
mediated by medical or allied health personnel or organisations, can be regarded as 
formal support. However, the Internet provides a potential source of iJ?tormal support 
as well, and this will be further discussed in a later section of this thesis. 
Instrumental support may be provided f0fl11ally through hospitals, government 
services and community agencies. People living with cancer may utilise community 
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nursing services, patient transport services, and accommodation services to assist them 
with more practical needs associated with cancer treatment. 
It is evident that there is a growing availability and variety of sources of formal 
psychosocial support for people living with cancer, such as those otTered by mental 
and allied health professionals, support groups, telephone help lines, hospitals and 
govemment agencies. Recent research has investigated the perceived benefits of 
participating in these services. 
1.2.2. The benefils of participation informal support services 
There exists a well-established body of evidence demonstrating that formal 
psychosocial interventions have the effect of increasing wellbeing, improving 
adjustment and coping, and reducing distress in people living with cancer (Carlson & 
Bultz, 2003; Devine & Westlake, 1995; Meyer & Mark, 1995) In their meta-analysis 
of 116 intervention studies, Devine and Westlake found that patients with cancer 
receiving psycho-educational or psychological interventions showed much lower rates 
of anxiety, depression, mood disorders, nausea, vomiting and pain, and significantly 
greater knowledge about disease and treatment, than the control group. 
Reviews of research into psychosocial group interventions, such as self-help 
groups (van den Bome, Pruyn, & van Dam-de May, 1986), non-directive 
professionally led groups (Hogan, Linden, & Najarian, 2002), and directive group 
interventions (Meyer & Mark, 1995) show improvement among cancer patients in 
affect and quality of life. Other benefits reported in the literature include improvement 
in the coping and adaptation of members (Edelman, Craig, & Kidman, 2000), and 
having a positive effect on immunological responses (Fawzy et aI., 1990). Participants 
also report benefits such as hope, encouragement and reassurance; the opportunity to 
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exchange information with peers and improve cancer-related knowledge; and 
reinforcement of the normalcy of reactions and a sense of belonging (Campbell, 
Phaneuf, & Deane, 2004). In an Australian study of prostate cancer support groups, 
Walker (2005) found that members of support groups reported a high level of 
satisfaction with the groups. The reported benefits of attending a group were reported 
as increased infonnation and support, sharing experiences, and supporting other men 
with the disease. 
Furthennore, a recent qualitative study, in which 93 members of 173 cancer 
support groups in NSW were interviewed, found that the majority of support group 
participants had an improved sense of empowerment and psychological wellbeing 
(Ussher, Kirsten, Butow, & Sandoval, 2006). The participants in this study believed 
support groups gave them freedom to discuss issues considered taboo or a burden on 
the family, a decreased sense of isolation and increased confidence in communicating 
with health professionals. 
Similarly, telephone services have been found to enhance or complement the 
role of health professionals. In a study by lefford et al. (2005), which described the 
information and support needs of callers to a cancer helpline, it was found that 
patients and their relatives called to obtain information about cancer diagnosis, 
treatment and management and to obtain psychological and emotional support. Callers 
were supplied with verbal and written information and were referred to a variety of 
support services. Reported benefits of calling such telephone help lines include being 
able to access more information than was received through consultation with the 
patient's healthcare provider, who often has limited time available to talk with 
individual patients or their family members, as well as offering a channel of enormous 
potential for the dissemination of health information on a one-on-one basis (Gordon, 
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Baker, & Levinson, 1995). Information-based interventions like telephone help lines 
also benefit patients by improving knowledge, lowering decisional conflict, and 
assisting patients to take a more active part in treatment decision-making (O'Connor, 
Fiset, & DeGrasse, 1999). 
Thus formal psychosocial interventions in the form of psycho-education, 
individual and group interventions, and information provision for cancer patients in 
general have been found to be beneficial to a person's adjustment to cancer. However, 
despite the evidence that cancer related distress can be reduced by seeking and 
receiving professional help, a significant number of people with cancer never seek the 
support of formal services. 
According to previous research, 25% - 67% of cancer patients, depending on 
the sample and type of psychosocial support, will participate in psychosocial support 
(Ford et aI., 1990; Greer et aI., 1992; Taylor et aI., 1986). More recently, Pascoe and 
colleagues (2000) found in their study of the support needs of 504 cancer patients that, 
of the patients who were experiencing clinically significant anxiety or depression, 
only 25% had received counselling or psychological treatment. Similarly, Plass and 
Koch (2001) found that only 28% of their sample of 132 cancer patients had accessed 
a formal psychosocial support program. An even smal1er participation rate was found 
by Eakin and Stryker (2001) in their study of awareness and barriers to the use of 
cancer support services. They reported a service use rate of between 2-8% in a sample 
of 50 1 cancer patients. 
1.2.3. Summa,), 
People living with cancer can obtain psychosocial support to help manage their 
cancer-related distress through accessing formal support services, such as those 
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provided by medical, mental and allied health professionals, hospitals, government 
agencies and cancer support organisations. Research has shown that psychosocial 
interventions can increase wellbeing, improve adjustment and coping, and reduce 
distress in cancer patients. However, despite the reported benefits of seeking 
psychosocial support from formal services, the literature suggests that a significant 
number of cancer patients do not utilise the growing number of psychosocial support 
services available. Given the incidence of psychosocial distress and the relatively low 
participation rates in fomlal psychosocial support services, there are evidently certain 
factors associated with the reluctance of cancer patients to seek professional help for 
their cancer-related distress. 
1.3. Professional Help-Seeking 
Research into help-seeking behaviour has generally been conducted in the 
health sphere, and more recently in the area of mental health. In these spheres help-
seeking is considered to involve the recognition of a health concern, together with the 
range of actions that result, one of which is health service utilisation (Smith, 
McGovern, & Peck, 2004). Research into the utilisation of fo rnl a I psychosocial 
services by cancer patients has suggested that there are a number of factors that 
negatively or positively impact on the likelihood of seeking professional help. 
1.3.1. Non-participation informal psychosocial support 
It is evident that despite the reported benefits of psychosocial interventions, 
they are not routinely implemented into practice (Redman, Turner, & Davis, 2003). In 
general, primary care physicians and oncologists have been found to under-diagnose 
psychiatric distress in cancer patients (Katon, Berg, Robins, & Risse, 1986), and often 
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overlook a patient's psychosocial needs, frequently due to time pressures and clinical 
constraints (MOlTis, Perez, & McNoe, \998). 
Research assessing satisfaction with care has shown that although a majority 
of cancer patients report being satisfied with clinical aspects of their care, they are less 
satisfied with the information and support they receive. For example, a large scale 
Australian study (Sanson-Fisher et a1., 2000) found that up to 40% of a sample of 888 
cancer patients reported a range of unmet needs. The authors reported that five of the 
top ten unmet needs related to the psychological domain. The top three reported needs 
related to concerns about the cancer spreading (reported by 40% of the sample), 
concerns about the cancer returning (39%), and concerns about the worries of others 
close to the patient (38%). The other two psychological needs were related to concerns 
about the future (32%), and concerns about the coping ability of others close to the 
patient (30%). Other top ten needs related to the health system and information needs 
domain - to be informed about ways to keep well (36%); to be informed about cancer 
control and remission (32%); and to be informed about test results as soon as possible 
(31 %). The further two unmet needs were from the physical and daily living domain-
lack of energy and tiredness (33%), and not be able to do the things previously done 
(33%). Overall, their research suggests that cancer patients continue to experience 
high levels of unmet needs across a range of domains. 
A number of explanations have been proposed to explain these unmet needs, 
and the lack of integration of psychosocial services into routine care for patients with 
cancer. The explanations appear to fall into two categories. First is the nature of the 
health system that the cancer patient must navigate. This includes medical and health 
personnel's awareness of and attitudes towards psychosocial support, and access to 
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services. Second, the characteristics of the cancer patient also appear to playa role in 
determining whether or not psychosocial support is sought. 
1.3.1.1. Health Sl'sfel17 and Persol7nel 
Redd (1995) noted that by increasing compliance and reducing distress, 
psychosocial interventions help oncologists do their jobs. Given this observation, 
coupled with the dissemination of the previously mentioned Clinical Practice 
Gliidelines, it would be reasonable to expect that cancer patients are routinely otfered 
psychosocial support by their clinicians. It is apparent from research investigating 
unmet needs, however, that this does not occur. Commonly reported barriers to the 
provision of psychosocial support are that services are often poorly promoted to 
patients; patients do not receive direct referrals to services from doctors; the treatment 
team may have a low awareness of the role of psychosocial care and may find it 
difficult to discuss psychological issues with patients (Carlson & Bultz, 2003; Eakin 
& Strycker, 2001; Sollner, Maislinger, Konig, DeVries, & Lukas, 2001). Schofield, 
Carey, Bonevski, and Sanson-Fisher (2006) outlined several modifiable factors that 
may affect the extent to which a medical professional provides quality psychosocial 
care. Some of these factors included knowledge, skills, beliefs and attitude, self-
efficacy, time and resources. 
In terms of knowledge and skills, clinicians have been found to be poor at 
recognising the emotional needs of their patients. Only a small proportion of cancer 
patients who are clinically depressed or anxious are identified as such by their 
oncologists (Newell et a!., 1999). Fallowfield, Ratcliffe, Jenkins, and Saul (2002) 
assessed the ability of 143 doctors to establish the psychological status of 2297 
patients during outpatient consultations in 34 cancer centres and hospitals in the 
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United Kingdom. The misclassification rate was 34.7% (SD = \3 .79), meaning that 
for 797 patients the wrong assessment was probably made. These data show that much 
of the likely psychiatric morbidity experienced by patients with cancer goes 
unrecognised, and may otfer some explanation of studies that have found that few 
patients are referred for counselling or support (e.g., Pascoe et aI., 2000). 
Health providers' attitudes and beliefs towards psychosocial issues affect how 
they communicate with patients. Physicians who express positive attitudes about 
psychosocial care display more empathy and provide patients with more psychosocial 
information (Levinson & Roter, \995). Furthermore, a positive view of support groups 
expressed by a cancer patient's doctor can significantly increase the likelihood of 
taking up this type of support (Edgar, Remmer, Roseberger, & Fournier, 2000; 
Grande, Myers, & Sutton, 2006). It appears however, that some medical personnel are 
reluctant to give their approval. Steginga et al. (2007) reported that clinicians had 
concerns about misleading information that might be proffered in support groups, and 
as a result, less than a quarter regularly referred their patients to these groups. This is 
despite the fact that psychosocial support such as peer support had been rated 
positively by most clinicians in the same study, and most reported a fair to good 
knowledge of such groups. 
Another reason for the under-delivery of effective psychosocial support is 
related to clinician self-efficacy. Survey data collected by Girgis, Sanson-Fisher, and 
McCarthy (1997) indicated that many surgeons have concerns about their competence 
in encouraging patients to express anxieties (28%), breaking bad news (13%), and 
providing bereavement counselling (60%). Over half the sample desired formal 
training in these areas. 
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Additionally, practical issues such as time and resources can be barriers to the 
provision of psychosocial support. Time is often perceived as the biggest barrier to 
psychosocial care and has been cited by clinicians as a reason for not addressing 
psychosocial concerns (Frost, Brueggen, & Mangen, 1997). [n tenns of resources, 
psycho-oncology is often under-funded within the acute health care system (Carlson 
& Bultz, 2003). This is despite the fact that effective psychosocial interventions have 
the potential to improve outcomes and consequently reduce healthcare costs . Carlson 
and Bultz reported on the efficacy and cost onset of psychosocial interventions, based 
on research in the field of mental illness and within other medical populations. The 
authors concluded that although there is little extant research in psychosocial 
oncology, studies do support the general findings in these other populations regarding 
the potential for large cost savings, due to fewer visits to primary care physicians after 
receiving efficacious psychosocial treatment. 
The allocation of resources has also had an effect on the provision of 
psychosocial care in tenns of access. Steginga and colleagues (2001) reported that 
access to psychosocial support services has been limited with the move to outpatient 
care, where people living with cancer are not admitted to hospitals as an inpatient, but 
receive their treatment via a number of outpatient visits. They concluded that this 
means patients' interactions with the acute health care system may be more 
intermittent and less time intensive, thereby potentially limiting opportunities to 
access support within this setting. Furthennore, the move to outpatient treatment has 
resulted in a treatment environment that offers little privacy or opportunities for 
patients to express themselves (Hjorleifsdottir, Hallberg, Bolmsjo, & Gunnarsdottir, 
2005). 
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Not only is lack of access to health services a potential barrier to receiving 
psychosocial support, so to is the unequitable access to support and information via 
the internet within Australia. Although in 2005-06, 60% of Australian households had 
home Internet access, in terms of region, both household and personal access to 
broadband Internet was more prevalent in metropolitan areas than in non-metropolitan 
areas (Australian Bureau of Statistics, 2004). Furthermore, high income eamers, 
people with higher levels of educational attainment and younger people (15 to 24 
years) registered relatively higher levels of broadband access. Hence, it would be fair 
to conclude that access to Web-based information and support is not equitably 
available to all people living with cancer in Australia. 
A further health system issue affecting participation in support services is 
awareness. Although clinicians report good awareness of support services (Steginga 
et aI., 2007), this awareness is not always shared by their patients. For example, Plass 
and Koch (2001) found that 41 % of cancer patients were unaware of any institutions 
offering psychosocial support. Eakin and Strycker (2001) found quite low awareness 
of support services outside that offered by hospital-based services. In that study, 
awareness of telephone information lines was reported at 38%; awareness of 
community-based support groups was at 33%; and 14% and 10% of the sample were 
aware of Internet cancer information and support groups, respectively. Similar 
findings were reported by Edgar and colleagues (2000) who found that 40 to 60% of 
their sample of breast cancer patients learned about psychosocial resources by 
themselves. The authors reported that there did not appear to be one comprehensive 
approach by which the women could access information about these resources. 
As illustrated here, the nature of the healthcare system including issues of 
awareness and access, and the attitudes and practices of clinicians can influence the 
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provision of and participation in fomlal psychosocial services. However, the beliefs 
and attitudes of the cancer patient also appear to playa role in participation in formal 
support. 
1.3.1.2. Cancer Patients' Attitudes toward Formal Support 
Cancer patients have shown a reluctance to tell their doctor that they are 
anxiolls or depressed, in part because they do not want to bother an already 
overburdened physician, but also because of the stigma associated with anything 
'mental,' 'psychological' or 'psychiatric' (Dolbeault, SZPOlll & Holland, 1999). A 
related reason for this reluctance may be the patients' perception that expressing a 
need for support is a sign of personal weakness and an admission of inability to cope 
with cancer-related distress (Sollner et aI., 2004). A further attitudinal factor 
associated with non-participation is the cancer patient's perception of the benefits of 
receiving such support. Early research on a sample of 372 newly diagnosed cancer 
patients (Worden & Weisman, 1984) revealed that only about two-thirds of the 
patients identified as being at high risk for distress accepted counselling. Those who 
refused viewed the otTer of therapy as a threat to their emotional well-being. Another 
study (Baider et aI., 1997) reported that only 40.6% of a sample of cancer patients a 
year or more after diagnosis agreed to participate in a behavioural intervention 
program. The explanation given by those who did not participate was that attending 
the clinic reminded them of 'having cancer'. 
In summary, research has identified factors that impede participation in formal 
support services. Such factors have been reported to exist in the health system, and 
relate to medical and health personnel's awareness of and attitudes towards 
psychosocial support, and access to services. Further factors associated with nOI1-
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participation in psychosocial support services involve the attitude of the cancer patient 
towards seeking formal support. While attitudinal factors have been shown to result in 
non-participation in formal services, they have also been shown to playa part in the 
decision to seek professional help and participate in such services. 
/.3.2. Participation in Formal Support Services 
Attitudinal factors found to be related to psychosocial service participation 
include the likelihood that participants would believe that significant others had a 
favourable attitude towards participation, and would use more active, adaptive coping 
strategies than non-participants (Eakin & Strycker, 2001; Edgar et aI., 2000; Grande et 
aI., 2006). In addition participants have been reported as perceiving less difficulty in 
joining a group, and feeling more in control over their cancer than non-participants 
(Grande et aI., 2006). 
In terms of demographic profile, participants in psychosocial support services 
have been found to be younger and more likely to be female (Grande et aI., 2006; 
Plass & Koch, 2001). Research has also found that education level is positively 
associated with participation in psychosocial support (Anderson, 1992; Eakin & 
Strycker, 2001; Grande et aI., 2006; Meyer & Mark, 1995). 
The profile of cancer patients calling a telephone helpline seems to reflect a 
similar trend. In a study that investigated the needs of callers to the Cancer Helpline 
service operated by the Cancer Council Victoria (Jefford et aI., 2005), the majority of 
callers were women, enquiring most commonly about breast cancer, and were younger 
than the general cancer population. Similar findings have been reported in studies 
investigating the characteristics of cancer patients utilising the Internet for support. In 
an Australian study by Winefield, Coventry, Pradhan, Harvey, & Lambert (2003), a 
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postal survey of women with breast cancer (N = 78) found that females who were 
current users of the Intemet were younger and reported poorer mental health 
compared with those who were not using the Intemet and not interested in using it. 
The finding of poorer mental health among support service participants has 
been consistently reported in studies of cancer patients (Edgar et ai., 2000; Fukui et 
ai., 2001; Gilbar & Neuman, 2002; Grande et aI, 2006; Plass & Koch, 2001). In a 
study conducted by Plass and Koch across four oncology outpatient clinics in 
Hamburg, Germany, 28% of the sample of 132 patients had participated in 
psychosocial support. Of the 37 patients who had, 5 attended a self-help group, 18 
received professionally-led support and 14 had participated in both. Participants in 
psychosocial support were significantly younger than those who did not participate, 
had more positive attitudes towards psychosocial support, and had more knowledge 
about institutions offering support. Of significance is that patients who participated in 
professionally-led support were experiencing more emotional and social problems 
than non-participants. Indeed reasons for participation were reported as feeling 
emotionally unwell, hoping for substantial help, wanting to cope better with their 
illness and wanting to interact with others experiencing the same illness. 
1.4. Professional Help-Seeking and Level o.tDistress 
In order to explain the role that level of distress has on professional help-
seeking behaviour, Jorm, Griffiths, Christiansen, Parslow, and Rogers (2004) recently 
proposed a model of action to seek professional help. Although the proposed model is 
based on cross-sectional data from individuals experiencing distress specifically in the 
form of depression, it appears to fit with research indicating that participants in formal 
psychosocial support services report higher levels of distress than non-participants. 
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The first stage of Joml et aI's model involves the individual taking action to reduce 
their experience of mild distress. This action usually consists of utilising strategies 
already available to the individual, such as interaction with family and friends. 
As the distress of the individual increases, these initial strategies decline and 
different strategies are used to diminish the moderate level of distress. Activities at 
this second stage of moderate distress usually involve specific strategies not already 
utilised, for example, self-help books or therapies. As the distress becomes more 
severe, these second stage activities decline, and the individual engages in behaviours 
to alleviate the distress experienced. At this third stage the individual seeks 
professional help, the utilisation of which increases as distress continues to increase. 
This third type of action may indicate the failure of the first and second types of action 
to reduce distress (Jorm et aI, 2004). In this regard the model appears to fit with 
research into service use by cancer patients, which suggests that they fail to seek 
formal psychosocial support due to their reliance on and satisfaction with informal 
support provided by family, friends, neighbours, work colleagues, community groups 
and other cancer patients (Eakin & Strycker, 200 I; Plass & Koch, 2001). 
1.4.1. Help-seekingfromformal and informal sources 
Whether a cancer patient seeks psychosocial support from formal sources or 
informally through their existing network appears to depend on the type of support 
they require. Rose (1990) examined support needs among 64 patients (with a variety 
of cancer sites, but 59% had breast cancer) who were an average of 18 months from 
diagnosis. Patients rated the extent to which they needed emotional, informational, 
and instrumental support from three different sources: family, friends, and health care 
professionals. Some aspects of support were desired equally from the three sources, 
Psychosocial Support 25 
whereas other aspects were desired more from different sources. For example, one 
kind of emotional support - opportunity for ventilation - was desired more from family 
and friends than from health care professionals. In addition, patients preferred 
instrumental support from family more than from friends or health care professionals, 
but informational support from health care professionals more than from family or 
friends. 
An online survey conducted by the Cancer Council ofNSW (2007) 
highlighted the importance of the support of friends. The survey of 62 female cancer 
survivors found that 56% preferred to talk about their fears and worries to their friends 
rather than their family. Almost 80% of participants reported that friends were of 
equal or more importance during cancer treatment than their oncologist. The main 
reasons indicated for friends being the participants' best supporters were that they are 
good listeners; their understanding nature; and they are a sympathetic ear. The support 
of friends and family cannot be overrated as they have been found to shoulder most of 
the burden of informally supporting a cancer patient, bridging the gap between the 
cancer patient and the medical profession (Tan et aI., 2002). 
1.4.2. Reliance on injormal support 
In the Plass and Koch (2001) study of 132 cancer patients mentioned earlier, a 
key reason for non-participation in formal psychosocial support services was the 
perception that they were already well supported, in particular by family (n = 75), 
friends (n = 54), doctors (n = 43) and clergy (n = 10). Similarly, in the Eakin and 
Strycker (200 I) study that investigated awareness and participation in cancer support 
services, the most commonly reported patient barrier to service use was the belief that 
they already had adequate support. 
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Studies of informal support have found that support from existing social 
networks can have a positive effect on how well a person lives with cancer. Helgeson 
and Cohen (1996), in their review of supportive social interactions and adjustment to 
cancer, found that a person's social environment can promote wellbeing and can act in 
a protective manner against the deleterious effects of stressful events like cancer. Most 
cancer patients obtain crucial support from significant others in order to develop a 
butfer against cancer-related stress, and to assist with solving problems that arise 
during the course of their illness (Zabora et aI., 200 I). 
Studies have reported improved psychological adjustment rates among cancer 
patients with higher levels of social support, compared with those patients with lower 
levels. Parker et aI.' s (2003) study of 351 cancer patients found that those patients 
who had more total social support reported less depression, less anxiety, and greater 
quality of life than those with less social support. Dukes Holland and Holahan (2003) 
found among 56 women with breast cancer that those with higher levels of perceived 
social support reported greater psychological well-being, than those with lower levels 
of perceived social support. The reason behind such better psychological adjustment 
may be that patients who have adequate social support more often disclose their 
cancer-related concems than those who have poor social support (Figueiredo, Fries, & 
Ingram, 2004; Lepore & Helgeson, 1998). Discussing thoughts and feelings with 
others may provide an opportunity to confront the 'why me?' questions and may 
increase patients' ability to assimilate or accommodate their cancer experience 
(Roberts, Lepore, & Helgeson, 2006). 
In terms of informal support from family and friends, Bloom (1982) found that 
social support, including perceptions of family cohesiveness, social affiliation, and 
presence of a confidante, was related to better adjustment to the diagnosis of breast 
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cancer. More specifically, the role of a spouse appears to be a particularly important 
source of infomlal support, with research showing that married cancer patients 
experienced less distress and show better adjustment than those who were unmarried 
(Kugaya et aI., 1999; Weihs, Enright, Howe, & Simmens, 1999). Explanations of the 
disadvantage of being unmarried include unmarried individuals presenting at initial 
diagnosis with more advanced disease, a higher likelihood of being untreated for 
cancer, and a poorer treatment response due to lower treatment compliance (Goodwin, 
Hunt, Key, & Samet, 1987). 
Church groups and religious leaders may also informally support a person 
living with cancer through the provision of spiritual support, a support need that is 
often unmet professionally. In a survey of oncologists and oncology nurses, Kristeller, 
Sheedy Zumbrun, and Schilling (1999) found that spiritual distress experienced by 
cancer patients was under-addressed due to time constraints, lack of confidence of 
oncology staff in their effectiveness in addressing spiritual issues, and role 
uncertainty, in terms of who should address these issues. This finding is concerning in 
the light of research that has shown that religion and spirituality often playa helpful 
role in the coping process (Koenig, 1993; Park & Cohen, 1993). Among people with 
cancer, strong religious beliefs have been associated with decreased levels of pain, 
anxiety, hostility, social isolation, and increased life satisfaction (for a review see 
Jenkins & Pargament, 1995). Thus receiving spiritual support through existing social 
groups may be of benefit to a cancer patient. 
Informal interactions happen not only face-to-face and via telephone, but are 
increasingly available through the Internet. As previously mentioned the Internet can 
provide information about cancer in a fornlal sense. It can also provide a means of 
informal support. For persons with cancer, e-mail communication is important for 
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staying in touch with friends and family, and in forming new social networks 
(Eysenbach, 2003). The Intemet offers the opportunity to form new social 
relationships due to the opportunity it offers for a particularly intimate form of 
communication especially with others who share similar concerns (Walther, 1996). 
The advantages of virtual communities over face-to-face groups include: anonymity 
for stigmatising, embarrassing, or sensitive issues; increasing self-disclosure; 
encouraging honesty and intimacy; and that even patients with rare diseases can find 
peers online (Eysenbach, 2003). Another advantage of support from a virtual 
community identified by Eysenbach is the absence of geographic and transport 
barriers, which is particularly relevant to rural and regional communities. Place of 
residence, as an important factor in how a person living with cancer has their formal 
and informal support needs met, will be discussed in the following section. 
Not only has effective social support been found to improve adjustment to a 
cancer diagnosis, it has also been linked to improved survival times for cancer patients 
in some, though not all studies. Pinquart, Hoffman, Silbereisen, and Wedding (2006) 
found that higher levels of available social support predicted better survival among a 
sample of people with acute myeloid leukaemia, even after controlling for age, 
functional status, dosage of chemotherapy, and cytogenetic risk group. Within social 
support, the availability of instrumental support showed more consistent associations 
with 2-year survival than the availability of emotional support. 
There are various reasons posited to explain the relationship between social 
support and cancer survival. For example, it has been proposed that social support 
strengthens the patient's immune function (Levy et aI., 1990), increases compliance 
with medical treatment (Duric & Stockier, 2001), and promotes active coping and 
positive health behaviour in general (Dukes Holland & Holahan, 2003). 
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1.4.3. SlII11I17aJ}' 
Seeking professional support for psychosocial concems related to cancer can 
be influenced by an individual's level of distress. Research has shown that the more 
severe the distress the more likely an individual is to seek professional help, having 
exhausted the initial strategies, such as seeking support infonnally from existing social 
networks and self-help techniques. Research with cancer patients has shown that 
infomlal support, albeit selective support for different needs, can be beneficial for a 
person's adjustment to cancer. High levels of informal support have been indicated as 
a reason for cancer patients not seeking professional help. 
1.5. Professional Help Seeking and Place o.lResidence 
Health service use literature has demonstrated place of residence differences in 
seeking professional help (Stayner & Barclay, 2002). Rural residents have been shown 
to hold different health beliefs and values compared to those residing in urban areas. 
Research has shown that rural residents report negative attitudes towards seeking 
professional help (Outram, Murphy, & Cockbum, 2004), and are less likely to actually 
seek help for psychological problems than are urban residents (Jorm, 1994; Parslow & 
Jonn, 2000). Furthennore, in a descriptive study comparing health attitudes of urban 
and rural oncology patients (Howat, Veitch, & Caims, 2006), rural patients showed a 
higher belief in chance than did urban patients, regardless of treatment intent. This is 
consistent with perceptions that rural people are more fatalistic, perhaps due to the 
impact of their environment (Elliot-Schmidt & Strong, 1997), and this may explain a 
reluctance to seek help in favour of letting nature take its course. 
Furtheml0re, the rural population of Australia has been characterised by 
researchers as displaying stoicism and hardiness, and holding the common view that 
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hospitals and medical services are the last resort (Hegney, 1993). Similarly, rural 
dwellers have been found to have significantly higher intemal belief (the belief that 
the individual can positively influence their health outcome) compared to urban 
cancer patients, to be independent and self-sufficient in relation to healthcare use, and 
prefer to use informal rather than formal systems of help (Howat et aI., 2006). 
1.5. I. Support Networks 
Rural communities can function on strong, infomlal networks of support 
(McGrath et aI., 1999b). The relationship between professional help-seeking 
behaviour and informal psychosocial support outlined in the previous section may be 
particularly pertinent for rural cancer patients operating with a strong informal 
network of support. In fact service providers have identified a reliance on such 
informal networks for referrals and follow up of cancer patients, and have indicated 
that in rural areas people preferred the informal network to professional services 
(McGrath et aI., 1999b). 
McGrath et al. (1999b) sought to examine the informal and formal support 
needs of women diagnosed with breast cancer living in rural and remote areas of 
Australia. This research found that despite the geographical barriers faced by many of 
these women, strong and positive support networks are available to rural women with 
breast cancer. Some of the main sources of informal support for these women came 
from partners, who for many were a confidante and a source of practical and 
emotional support. Friends often provided transport, occasional meals and 
companionship during a visit to the specialist. Neighbours were reported as helpful in 
a variety of ways including delivering parcels, visiting the hospital, transporting 
relatives, minding children, preparing meals for the family, sending cards, telephoning 
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or visiting. Community organisations or groups (work, church and charities) were also 
identified as sources of practical support. 
Similarly, in a later study, McGrath (2000) reported that in regional, rural and 
remote areas of Queensland, patients with haematological malignancies quite clearly 
rated the most important source of support was that of family and friends. In this study 
over a third of the sample indicated excellent support networks, which according to 
Davis, Girgis, Williams, and Beeney (1998), are vital in rural areas due to greater 
isolation. 
1.5.2. Access 10 Formal Support 
For a rural cancer patient, help-seeking behaviour is further affected by the 
issue of access. Living in regional, rural and remote areas is associated with a lack of 
medical and supportive services (Redman et aI., 2003). According to the Australian 
Institute of Health and Welfare (1998) people residing in areas of Australia with 
limited access to healthcare services have poorer health than people living in 
metropolitan areas, due to geographic isolation, poor transport links, shortage of 
healthcare providers, and more difficult access to healthcare. 
Furthermore, the National Rural Health Alliance (2006) has reported that 
while many diseases occur at similar rates in rural and remote areas as in the capital 
cities, people in rural and especially remote areas are more likely to experience poorer 
outcomes and the risk of death is higher. In such areas, access to specialised services 
for all such conditions is more difficult, expensive and disruptive of family life. This 
means that diagnosis is delayed and treatment starts later. This is particularly true of 
cancer, with more advanced cancer at diagnosis documented in rural areas (long et aI., 
2004). 
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Documented instances of poorer cancer care in rural and remote Australia, 
though not necessarily all with survival implications, include less "state of the art" 
diagnosis, staging and treatment of prostate cancer (McCredie, Bell, Lee, & Rogers, 
1996), and less breast-conserving surgery for breast cancer (Kricker, Haskill, & 
Armstrong, 2001). long and colleagues (2004) found that people living in remote 
NSW diagnosed with cancer are about 35% more likely to die as a result of their 
cancer over the ensuing 5 years than are people living in areas with the greatest access 
to services. The authors concluded that this difference in outcome is due to variations 
in cancer treatment, in addition to a lack of access to medical services including 
screening and early diagnosis. 
The lack of access to medical services for cancer patients outside of 
metropolitan areas extends to psychosocial support services, and this was recently 
highlighted in a mapping survey undertaken by the Clinical Oncological Society of 
Australia (2006). This survey showed the number one request from Australia's 157 
Regional Hospitals Administering Chemotherapy was for psychological services and 
support (61 %). Dedicated oncology counselling services were only available at 39% 
ofthese regional hospitals. Social workers were available at 50%, psychologists at 
30% and specialist cancer nurses at 23% of regional hospitals. Where support services 
were available, many regional hospitals reported long waiting times, out-of-pocket 
expenses or services restricted to inpatients. 
In light of this lack of available medical and support services, travel becomes a 
necessity for people living with cancer in rural and regional areas. In fact, one of the 
greatest challenges reported by people living with cancer in rural areas is the need to 
leave home for cancer treatment, support and follow-up services (McGrath et a!., 
1999b). According to McGrath and colleagues (I 999b ) the implications of this are 
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emotional (especially separation from family), practical (care of the family and work 
left behind) and financial (travel , phone calls and accommodation). CIaravino, Lowe, 
Camlont, and Balanda (2002) reported similar findings in their study of the needs of 
cancer patients and their families in rural and remote areas of Queensland. They found 
that a major concern for cancer patients and their carers was financial hardship 
associated with both the need to travel and relocate for cancer treatment, and the 
disruption to work and family that this can cause. Similar findings were also reported 
by Hegney, Pearce, Rogers-Clark, Martin-McDonald, and Buikstra (2005). In 
interviews with 17 cancer patients travelling from regional to metropolitan 
Queensland for cancer treatment, 53% reported that travel and relocation placed an 
additional financial strain on the individual and their family . Other major themes that 
arose from this study in regard to the experience of living with cancer in a regional 
area were the burden of travel; the difficulties of living in accommodation that is not 
your own; the separation from family and friends; and feelings of being a burden to 
others. 
Moreover, rural cancer patients who must relocate for treatment often develop 
relationships with other cancer patients and healthcare workers in their urban 
treatment centre, and may feel a loss of social support upon returning to their rural 
community (McGrath, 2000). Further to this, cancer patients returning home 
following treatment in urban areas are often not linked in to local services via a 
referral from the treating specialist, and therefore "struggle on" in the community 
unassisted (Lee, 2007). The major finding from Lee's (2007) study of health workers' 
perceptions of psychosocial support of cancer patients in rural Victoria was that the 
delivery of such support was haphazard. The main reasons cited were the challenge of 
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distance, lack of services, lack of clarity regarding the different roles of the various 
professions, and a shortage of specialised workers. 
A shortage of psychosocial support services was also found by Bourke (2004) 
in her study of psychosocial issues affecting women living with breast cancer in 
northern Victoria. The 219 women in this study indicated they were generally happy 
with clinical services, but social and emotional support were the most unmet needs of 
these rural and regional women. 
1.5.3. Summary 
There is little doubt that living in rural and regional areas restricts cancer 
patients' access to treatment, and that this in tum creates hardships including the 
burden of travel, relocation and isolation. Research has demonstrated that barriers to 
participation in psychosocial support stem in part from the lack of available support 
services in rural and regional areas, but also a reliance on informal support, in addition 
to the differing health beliefs, values and attitudes towards seeking help.ofrural 
cancer patients compared to their urban counterparts. 
1.6. Pro.fessional Help Seeking and Gender 
Variations in professional help-seeking behaviour between rural and urban 
cancer patients may also be exacerbated by gender. Research has established that men 
use all services within the health system to a lesser extent than women (Chapple & 
Ziebland, 2002; Lee & Owens, 2002), and that women have a greater acceptance of 
health care services than men (Van Buyder & Smith, 1995). Compared with women, 
men are reported to consult their general medical practitioners less often (Briscoe, 
1987), and are less likely to seek emotional support (Ashton & Fuehrer, 1993) and 
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assistance for psychological problems related to their illness (Bland, Newman, & Om, 
1990). Previous studies into participation in support services for cancer patients 
appear in general to reflect these gender differences in service utilisation (Bauman, 
Gervey, & Siegel, 1992; Bergland, Boland, Gustafsson, & Sjoden, 1997; Eakin & 
Strycker, 200 I; Grande et aI, 2006). 
Research into men's help seeking behaviour, generally in the health services 
domain, is often explained in terms of masculine gender-role socialisation. Role 
socialisation paradigms begin with the assumption that men and women learn 
different gendered behaviours and attitudes from cultural values, norms and ideologies 
(Addis & Mahalik, 2003). This role socialisation affects help-seeking through the very 
nature of the tasks associated with asking for help. For example, Addis and Mahalik 
note that factors such as relying on others, admitting a need for help, or recognising 
and labelling an emotional problem, are inconsistent with the messages men receive 
about the importance of self-reliance, physical toughness and emotional control. 
Previous literature reviews on male socialisation (e.g., Good, Borst, & 
Wallace, 1994) have focussed on two theories: masculine ideologies (belief systems 
around what it means to be male) and masculine gender-role conflict (the negative 
consequences of adopting particular masculinity ideologies). These have been 
proposed as explanations for men's help seeking behaviour. However, it appears that 
contextual variables also playa part in detem1ining whether men seek professional 
help, by moderating these gender norms (Addis & Mahalik, 2003). Many studies 
investigating the influence of gender on help-seeking behaviour have been gender 
comparative; that is, they focus on the differences between men and women. These 
types of studies are reportedly ill-equipped to account for within group variability, as 
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not all men are the same, nor do they behave similarly in all help-seeking situations 
(Galdas, Cheater, & Marshall, 2005). 
Addis and Mahalik (2003) have proposed a model of men's help-seeking 
behaviour which takes into account this variability by addressing basic social 
psychological processes which occur in particular help-seeking contexts. These 
include (a) perception of the normativeness of the problems, (b) the perceived ego 
centrality of the problems, (c) characteristics of potential helpers, (d) characteristics of 
the social groups to which the men belong, and (e) perceived loss of control. These 
variables may go some way to explaining men's low participation rate in formal 
psychosocial support services. 
1.6.1. Normativeness 
Normativeness describes the degree to which others are perceived to share an 
experience or engage in a particular behaviour (McKnight & Sutton, 1994). Men's 
help-seeking behaviour has been shown to reflect the 'social norms' expected of men 
(Richardson & Rabiee, 2001). The pressure of 'social norms' was evident in a small 
qualitative research project involving young men with testicular cancer (Gascoigne & 
Whitear, 1999). In this study participants showed reluctance and delay in seeking help 
because of feelings of embarrassment, a reluctance to appear foolish, and an attempt 
to normalise symptoms. When men hide or mask a particular experience, such as a 
health problem, it becomes perceived as relatively non-normative because it is not 
frequently observed (Addis & Mahalik, 2003). 
The authors of a recent article comparing the psychosocial aspects of prostate 
cancer patients to those of breast cancer patients (Kiss & Meryn, 2006) examined 
differences in the way these groups of patients deal with their diagnoses. They noted 
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that whereas most women with breast cancer want to talk about the cancer and 
feelings associated with it during stressful times, men with prostate cancer would 
rather not. In fact research has shown that men often choose not to disclose any aspect 
of their cancer illness. The authors of a study of men who had undergone a 
prostatectomy (Gray, Fitch, Phillips, Labreque, & Fergus, 2000) concluded that most 
men with prostate cancer avoided disclosure about their illness where possible due to 
the men's belief that maintaining a normal life was important. 
What makes help-seeking for cancer psychosocial support more difficult for 
men, in this context, is the comparatively low profile given to the needs of men with 
cancer, particularly compared to those of women with breast cancer (Kiss & Merryn, 
2006). This low profile may result in a lack of awareness about psychosocial issues 
related to prostate cancer. Consequently services offering support to men are often 
underutilised. For example, in an Australian evaluation of prostate cancer support 
groups, Walker (2005) reported that 48% of the sample of non-members ofa support 
group had never heard of such a group. Similarly, Eakin and Strycker (2000) found 
two of the top three barriers to men's participation in a prostate support service were 
"I didn't know the prostate support group existed"; and "My provider never 
recommended the support service". 
1.6.2. Ego-centrality 
People have been shown to be least likely to seek help when a problem is 
perceived as ego-central; that is, perceived to reflect an important quality about 
oneself. For example, a man who generally conforms to the norm of emotional 
stoicism is likely to view seeking help for an emotional problem as a threat to his self 
esteem (Addis & Mahalik, 2003). This factor is reflected in research into the support 
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needs of prostate cancer patients, which has found that men express interest in 
increased access to authoritative information related to the physical, but not the 
emotional aspects of their cancer. Men express support needs in regard to their disease 
and treatment, symptoms, side effects, self-care issues, and problems related to access 
to the health system, but they are less interested in supportive psychosocial services 
(Moore & Estey, 1999; Wong, Stewart, & Dancey, 2000). 
The notion of ego-centrality is particularly relevant for men with prostate 
cancer. At various stages in the course of the illness and its treatment, men with 
prostate cancer usually experience problems in realms that are central to a man's sense 
of masculinity - sexual performance and urinary continence (Hines, 1999). In an 
Australian qualitative study investigating men's experiences with online prostate 
support groups, the majority of men viewed investigative procedures and treatment 
side-effects such as impotence, rectal examinations, male menopause and 
incontinence as highly problematic for maintaining their sense of masculinity (Broom, 
2005). Thus for prostate cancer patients, there may be a reluctance to seek help from 
professional services due to the disease' s threat to their socially and culturally 
constructed notion of manhood. 
1.6.3. Reciprocity 
Addis and Mahalik (2003) also state that the characteristics of potential helpers 
are important to men, particularly in terms of whether there is a perceived opportunity 
to reciprocate. In other words men may be more likely to look for help when they 
perceive an opportunity to return the favour. This notion of reciprocity is evident in 
the literature on men's support groups. In her evaluation of prostate cancer support 
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groups, Walker (2005) found that the reported benefits of participating in a support 
group were information exchange, sharing experiences and supporting other men with 
the disease. 
1.6.4. Social Network 
Reactions of others in an individual man's social network can influence his 
decision to seek professional help. Addis and Mahalik (2003) propose that help-
seeking is facilitated ifboth health problems and the act of seeking help to address 
them are normalised by other men. In other words, a man is unlikely to seek help if 
groups of men who are important to him suggest his problem is non-normative, and if 
they endorse nonns of self-reliance. The notion of self -reliance was evident in an 
interview study of men with testicular cancer (Sanden, Larson, & Eriksson, 2000), 
which found that participants regarded physical problems initially as something that 
would cure themselves, and seeking expert advice was regarded as strange for men in 
general. Thus the beliefs and attitudes of other men in a cancer patient's. informal 
network may negatively influence their help-seeking behaviour. 
Furtheml0re, support received from an informal network is associated with 
professional help-seeking. For example, the top barrier to men's participation in a 
prostate support service in Eakin and Strycker's (2001) study was "I get all the 
support I need from other sources". This finding reflects the literature mentioned 
earlier regarding reliance on informal support. The role of the spouse seems 
particularly important in providing infomlal support. Keller and Henrich (1999) in 
their study of gender differences in cancer patients' distress and adjustment reported 
that male patients tended to rely mainly on their wives for emotional support, and in 
fact their psychological distress decreased with a supportive partner relationship. 
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Other sources of support, including family and friends, were perceived by men as 
being less important. Women, on the other hand, tended to rely less on the support of 
their husbands, instead relying more on resources both within and outside of the 
family 
While it appears to make sense that those men with high levels of social 
support do not engage in fom1al support services, the opposite is also true, that is 
those men with high levels of social support have been found to participate more in 
formal services. In Eakin and Strycker's (200 I) study into participation in a prostate 
cancer support group, higher levels of social support were found to predict 
participation. This may seem contradictory. However, the authors concluded that 
prostate cancer patients with higher levels of social support, particularly from a spouse 
who encouraged participation, may be more open to attending a support group. This 
follows Addis and Mahalik's (2003) contention that those in a man's social group can 
act as either a facilitator or a barrier to help-seeking. 
1.6.5. Perceived Control 
Seeking help from a professional involves sacrificing control, for example, 
waiting for appointments, following directions and allowing oneself to undergo 
procedures (Addis & Mahalik, 2003). Moynihan, Bliss, Davidson, Burchell, and 
Horwich, (1998) concluded that for the men with testicular cancer in their study, it 
was critical to be controlled and silent about their emotional life, in line with 
traditional stereotypes of masculinity, which in tum explained their reluctance to seek 
professional help. Addis and Mahalik use reactance theory to explain how a loss of 
control may militate against seeking professional help. The theory posits that a 
negative psychological state following an event, perceived to threaten a person's 
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freedom or autonomy, leads that person to engage in behaviours that restore a sense of 
control (Fisher, Nadler, & Whitcher-Alagna, 1982). Thus men may avoid professional 
help as an effort to retain control. 
1.6.6. Slim mary 
Research has established that men with cancer have lower participation rates 
than women in formal support services. Comparative studies of service utilisation 
have generally highlighted differences in men's and women's help-seeking behaviour. 
The way men seek help is often explained in terms of masculine gender-role 
socialisation, which can be moderated, according to Addis and Mahalik (2003), by 
contextual variables such as (a) perception of the nom1ativeness of the problems, (b) 
the perceived ego centrality of the problems, (c) the possibility of reciprocation with 
potential helpers, (d) characteristics of the social groups to which the men belong, and 
(e) perceived loss of control. These variables may go some way to explaining men's 
low participation rate in formal psychosocial support services. 
1.7. Summary and current study 
Presented here is evidence to suggest that psychosocial interventions are 
effective in helping cancer patients manage cancer-related distress and adjust to their 
illness, but that awareness and participation rates among people with cancer are quite 
low. The literature also suggests that engagement in formal services may be 
particularly challenging for men living in rural and regional areas, where issues of 
access, level of social support and help-seeking behaviours can impact on service 
utilisation in these populations. 
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Although it has been established that cancer patients, both male and female, 
generally require some form of psychosocial support, formal or infomlal, the aim of 
this research was to investigate access to and participation in psychosocial support 
services by men living in rural and regional areas. A telling finding in a report of the 
recent Senate Community Affairs References Committee Inquiry (2005) was that 
many cancer patients indicated that access to fomlal support in many cases was not 
automatic; most stumbled across support groups and government assistance, and most 
did not obtain the support they needed, with a notable exception in the case of breast 
cancer. In fact, the psychosocial issues related to breast cancer have been investigated 
since the late 1980s, with this early research attributable to public concern about 
breast cancer stimulated by the feminist movement in the 1970s and 1980s (Kiss & 
Meryn, 2006). Consequently, much of the research on the psychosocial impact of 
cancer has focussed on women with breast cancer, with little research documenting 
the experiences of men with cancer. 
Comparative studies have been conducted which have highlighted the 
differences in level of engagement in psychosocial services between men and women 
and between urban and rural popUlations (Howat et a\., 2006; Keller & Henrich, 1999; 
Kiss & Merryn, 2006). This current study will focus exclusively on men with cancer 
living outside of metropolitan areas. It will investigate variables that are related to 
men's help-seeking in rural and regional areas, paying particular attention to how rates 
of participation are related to levels of distress and the interface between formal and 
informal types of support. 
The methodology of the study will be both quantitative and qualitative. Studies 
investigating participation in psychosocial support services described here have 
generally involved self-report data from surveys, or qualitative data from interviews 
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and focus groups. A combination of these methods will be used in this study, with the 
qualitative element offering an opportunity to clarify or further develop findings 
resulting from the quantitative survey data. An additional benefit of using interviews 
as part of a study into men's help seeking behaviours is to address the reported paucity 
in qualitative methods of enquiry into men's help-seeking (Galdas et aI., 2005). 
1.7.1. A ims and Hypotheses 
The main aims of the study were to investigate, via surveys and interviews, 
participation in formal and informal psychosocial support, by a sample of men with 
cancer living in rural and regional areas. 
Aim I. Participants' Psychological and Physical Wellbeing and Social Support 
The first aim of the research was to investigate the psychological, physical and 
social wellbeing of a group of men with cancer living in rural and regional areas. In 
accord with research into distress levels among cancer patients, it was hypothesised 
that approximately one-third of the current sample of men would be experiencing 
significantly elevated levels of emotional distress. In terms of physical distress it was 
hypothesised that the level of physical symptoms reported by the current sample 
would be similar to that reported in the Plass and Koch (2001) study of psychosocial 
support use by cancer patients. Additionally, given that in previous studies of 
psychosocial support cancer patients have indicated receiving adequate social support, 
it was hypothesised that the men in the current sample would report similar perceived 
levels of social support to that of men in the general population, as indicated by 
nomlative data. 
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Aim 2. P~:l'ch()s()cial Support 
The second aim of the study was to investigate the men's current level of 
psychosocial support, their satisfaction with and need for more support. Based on 
research identifying areas of un met need for cancer patients, it was hypothesised that 
there would be some dissatisfaction with current support levels and that areas where 
more support is needed would be identified, particularly in the psychological, health 
system and information domains. 
Aim 3. Formal P~~vchosocial Support 
Regarding use of formal support services, the study aimed to determine the 
main sources of knowledge about formal services, in addition to awareness of, actual 
participation in, and helpfulness of these services. Research indicates that awareness 
of and participation rates in formal psychosocial support services by cancer patients 
are generally low. Also shown in the literature is that being male and living outside of 
metropolitan areas with limited access to and availability of services, negatively 
influences professional help-seeking behaviours. Given these findings, it was 
hypothesised that men with cancer living in rural and regional areas would report low 
levels of both awareness and participation in formal psychosocial support services. In 
terms of helpfulness, given past research establishing the effectiveness of various 
psychosocial interventions with cancer patients, it was hypothesised that those men 
who participated in a formal support service would rate it positively. 
Aim 4. Participation in Formal P.\ychosocial Support Services 
A further aim of the study was to investigate reasons for participating or not 
participating in a psychosocial support service. It was hypothesised that, consistent 
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with Plass and Koch's (2001) study, the main reasons for participation reported would 
be related to the men feeling emotionally unwell, wanting substantial help and 
wishing to cope better with their illness. Given the research literature on non-
participation in formal support services, particularly in regard to help seeking by men 
in a non-metropolitan context, it was hypothesised that men in this study would report 
the following reasons for non-participation: sufficient support from informal 
networks; lack of awareness and access to services; lack of referral and 
recommendation from medical specialists; and to a reluctance to seek help due to 
constructions of masculinity which emphasise stoicism and independence. 
Aim 5. informal Psychosocial Support 
The study also aimed to examine the men's awareness of, participation in and 
perceived helpfulness of informal support. Consistent with past research indicating 
that cancer patients did not participate in formal support services due to feeling 
sufficiently supported from other informal sources, it was hypothesised that 
awareness, participation and perception of helpfulness of informal support would be 
high. 
Aim 6. Participation in informal Support 
The study aimed to investigate reasons for participation and non-participation 
in informal support by men with cancer living in rural and regional areas. It was 
hypothesised that the reasons for using informal support would be related to the ability 
of informal networks to provide instrumental or practical support, that is, men would 
use informal support because people in their infomml network were willing and able 
to provide support. It was hypothesised that the reasons for non-participation in 
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informal support would be related to the perception that the men have no emotional 
problems and can cope on their own. 
Aim 7. The intel/ace betl-1'een Use of Formal and b?formal P\ychosocial 
Support 
A further aim of the study was to examine the interface between formal and 
informal psychosocial support. The sample was investigated in temlS of the numbers 
of men who relied solely on infomlal support, who used formal support exclusively, 
who used both and who had no support at all. Given previous low participation rates 
in formal services, it was hypothesised that the majority of men would report using 
informal support exclusively, with small numbers of men using only formal or a 
combination of both formal and informal support. It was hypothesised that very few 
men would report having no support at all. 
Aim 8. D!flerences between Participants and Non-Participants in Formal 
Psychosocial Support Services 
The study aimed to determine whether men who participated in formal support 
services ('participants') differed from those men who did not participate ('non-
participants') on psychosocial measures of wellbeing and on demographic data. Based 
on Jorm et al.'s (2004) model of professional help-seeking behaviour and the results 
of the Plass and Koch (2001) study, it was hypothesised that men who participated in 
formal support services would report higher levels of distress, more physical 
symptoms, and lower levels of social support than men who did not participate in 
formal support services 
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Aim 9. D[fTerences between Participants and Non-participants in Formal 
SlIpport Services on Demographic Data 
The study also aimed to investigate differences in demographic data between 
men who did and did not participate in fornlal support services. Given previously cited 
research regarding differences in the demographic profile between 'participants' and 
'non-participants' in formal support services, it was hypothesised that 'participants' 
would be younger, more educated than non-participants, and would find it easier to 
access to formal services, in ternlS of availability and proximity of services. 
Aim 10. D!fj(~rences beflveen Participants and Non-Participants on Informal 
Psychosocial Support Use 
The final aim of the study was to investigate differences between men who 
used informal support and those who did not. In line with previous research it was 
hypothesised that men who utilised informal supports would report lower levels of 
psychological and physical distress, and higher levels of perceived social support than 
men who did not utilise informal support. Additionally, it was hypothesised that men 
who reported using informal support would score higher on a measure of perceived 
social support than those men who did not use informal support. 
Method 
2.1 Participants 
2.1.1. Survey Participants 
A total of 82 men participated in this study by returning completed 
questionnaires. The men had been diagnosed with cancer and were living in the 
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Grampians region of Victoria. Participants were recruited through their medical 
specialist, oncology clinic or support group. 
Participation in the study was voluntary. Informed consent for participation in 
the study was given via participants reading the cover letter and then agreeing to 
participate by returning the completed questionnaire. The de'scriptive statistics for the 
demographic data for the men who participated in the study are shown in Table I. 
Table 1 
Descriptive Statistics/or Demographic Data 
Demographics 
Age (in years) 
Number of children 
Number of years retired from employment 
11 
82 
73 
52 
M 
69.78 
3.63 
12.87 
SD 
10.18 
2.01 
7.08 
As evident in Table 1, the sample included 82 men, with an average age close 
to 70 years, just over half of whom had been retired from paid employment for an 
average of almost 13 years. 
The descriptive statistics in the form of frequencies for all men are shown in 
the following table. Table 2 reveals that the majority of men in the sample were 
married. A secondary school qualification was the most frequently reported highest 
level of education, and over three quarters of men were not in paid employment. Over 
two-thirds of participants had been retired from paid employment for an average of 13 
years (see Table I). Over half of the sample had a household income less than $30,000 
per year, and a majority owned the house that they lived in. 
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Table 2 
Descriptive Statistics.!or Demographic Data 
Demographics 11 (J/ (J 
Relationship status 
Married 64 79.0 
Defacto 5 6.2 
Single 4 4.9 
Widowed 4 4.9 
Separated 4 4.9 
Education level completed 
Primary 20 24.4 
Secondary 34 41.5 
T AFE/Trade certificate 19 23.2 
Undergraduate university degree 6 7.3 
Postgraduate university degree 3 3.7 
Employment 
Fulltime 15 18.8 
Part-time/casual 3 3.8 
Home duties 1.3 
Leave due to cancer illness 2 2.5 
Pension due to cancer illness 3 3.8 
Retired 56 70.0 
Household yearly income before tax 
less than $10,000 3 4.3 
$10,000 to $19,999 18 25.7 
$20,000 to $29,999 21 30.0 
$30,000 to $39,999 13 18.6 
$40,000 to $49,999 4 5.7 
$50,000 to $59,999 3 4.3 
$60,000 to $69,999 1.4 
$70,000 and above 7 10.0 
Residence lived in 
Owned 65 82.2 
Mortgaged/Being paid off 7 8.9 
Rented 7 8.9 
No/e. Totals for each demographic variables do not add to 100'Yo due to missing data. 
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Participants were recruited from both regional and rural areas . The 
Accessibility/Remoteness Index of Australia (ARlA+) was used to classify each 
participant according to their postcode (ARIA+, 2006). The ARIA+ provides a widely 
accepted measure of remoteness for locations within Australia and is based upon 
measures of road distance between populated localities and service centres (there are 
five categories of service centre based on population size). ARIA + provides an index 
rating from 0 (high accessibility) to 15 (high remoteness). ARIA+ orders remoteness 
by five categories: 
I. Highly Accessible (ARIA+ index of 0 - 0.2) Major Cities of Australia-
comparatively unrestricted accessibility to an extensive array of goods and 
services and opportunity for social interaction. 
2. Accessible (ARIA+ index of >0.2-2.4) Inner Regional Australia - some 
restrictions to the accessibility of goods, services and opportunity for social 
interaction. 
3. Moderately Accessible (ARIA+ index of >2.4-5.92) Outer Regional Australia 
- considerably restricted accessibility of goods, services and opportunity for 
social interaction. 
4. Remote (ARIA+ index of>5.92-10.53) Remote Australia - significantly 
restricted accessibility of goods, services and opportunity for social 
interaction. 
5. Very remote (ARlA+ index of> 10.53-15) Very Remote Australia - almost no 
accessibility of goods, services and opportunity for social interaction. 
Table 3 shows the descriptive statistics for place of residence for all 
participants. 
Table 3 
Descriptive Statistics for Place (4Residence 
Demographics 
ARIA+ Level of Remoteness of Residence 
Accessible - Inner regional 
Moderately Accessible - Outer regional 
Remote 
11 
40 
37 
5 
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()/ 
() 
48.8 
45.1 
6.1 
Table 3 shows that no participant in the current sample resided in a major city 
(Highly Accessible area), nor did any participant reside in a very remote area. The 
participants were divided relatively evenly between inner (Accessible - represented 
mainly by Ballarat and district) and outer regional categories (Moderately Accessible 
- represented mainly by Horsham and district) which in this study will be referred to 
as rural; with a small number residing in a remote area. 
Descriptive statistics relating to the participants' type of cancer, time since 
diagnosis and type of treatment are shown in Table 4. Three-quarters of participants 
had genito-urinary cancer, which includes cancer of the prostate, bladder, kidney or 
testis. Of these 61 men, 58 specified that they had prostate cancer. For over half of the 
men in the sample, their cancer diagnosis had occurred more than two years 
previously. 
In terms of treatment, Table 4 shows that close to one quarter of the sample 
were currently undergoing chemotherapy. The next most frequent mode of treatment 
currently undertaken was classified as "other", which for all but two men involved 
receiving hormone injections to treat prostate cancer. The most frequent treatment 
received in the past by the current sample was surgery, followed by radiotherapy. 
Eleven men had not undergone any treatment for their cancer. 
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Table 4 
Descriptive Statistics/or Cancer Demographic Data 
Demographics 17 () / () 
Type or location of cancer 
Genito-urinary 61 75.3 
Haematological 7 8.6 
Lung 4 4.9 
Upper gastro-inteslinal 3 3.7 
Colorectal 3 3.7 
Central nervous system 1.2 
Other (Bone) 2 2.5 
Time since diagnosis 
Less than 3 months 2 2.5 
4-12 months 15 18.5 
13-24 months 10 12 .3 
More than 2 years 54 66.7 
Current treatment 
Chemotherapy 19 23.8 
Radiotherapy 3 3.8 
Surgery 5 6.3 
Alternative techniques or medicines 9 11.3 
Other 16 20.3 
Previous treatment 
Chemotherapy 16 20 
Radiotherapy 28 35 
Surgery 33 41.3 
Alternative techniques or medicines 7 8.8 
Other 6 7.5 
No treatment II 13.1 
2.1.2. Interview Participants 
Of the sample of 82 men, nine participated in individual semi-structured 
interviews with the researcher. Participants signed an informed consent foml prior to 
the interview. The infomled consent for the interview explained issues of 
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confidentiality, anonymity and proposed use of the collected data in regard to 
publications. 
The average age of the men interviewed was similar to that of the overall 
sample (M = 69.00, SD = 9.31), and each of the nine men reported having prostate 
cancer. Five of the men lived in an inner regional area, and the remaining four were 
from outer regional areas . Each of the nine men was married. Two men were currently 
employed, one was on leave due to illness and the remaining six were retired. 
Also interviewed were three health professionals who worked in the region, 
including a urologist, a community health nurse, and a hospital oncology social 
worker. The urologist practised from a clinic located in an inner regional city, but 
visited outer regional and remote areas on a weekly basis. The community health 
nurse worked in a clinic located in an outer regional city, and the oncology social 
worker was based at an inner regional city hospital that serviced patients from inner 
and outer regional areas, as well as rural and remote areas. 
2.2 Materials 
Each survey participant received a questionnaire package consisting of a cover 
letter (Appendix A), the Psychosocial Support Questionnaire (Appendix B) and a 
reply paid envelope. The first section of the questi01U1aire consisted of 35 items 
inquiring about awareness of, participation in and effectiveness of psychosocial 
support. The second section included 8 items covering the extent of psychosocial 
support and reasons for participation (and non-participation) in both formal and 
informal support. The next section of the questionnaire consisted of standardised 
instruments, including the List of Physical Complaints (von Zerssen & Coller, 1975), 
the Social Support Subscale of the Coping Resources Inventory (Hammer & Marting, 
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\988), and the Brief Symptom Inventory (Derogatis, 1993). The final section 
consisted of a list of demographic questions. Finally, the questionnaire included a tear 
off section whereby participants could agree to take part in an interview by ticking a 
box, recording their first name and providing a contact telephone number. 
2.2.1. Cover Letter 
The researcher's cover letter (Appendix A) explained the nature of the 
research and outlined what would be expected of participants if they volunteered to 
take part in the research project. The cover letter also listed the telephone numbers of 
the researcher, the research supervisors and a telephone counselling line, whom the 
participant could contact if assistance was required. 
For participants recruited via a mailout from their treating urologist, an 
additional cover letter was included (Appendix C), which explained the urologist's 
role in distributing the questionnaires. The letter also outlined the voluntary and 
confidential nature of participation and emphasised that the decision to participate or 
not would in no way affect ongoing assessment, management or treatment of the 
participant's cancer illness. 
2.2.2. Awareness, Use and Help{irlness of Psychosocial Support 
The 35 items in this section of the questionnaire were based on items included 
in previous studies of participation in psychosocial support (Edgar et aI., 2000; Plass 
& Koch, 200 I). in addition to a list of support services available in the region 
provided by Grampians Integrated Cancer Services. which included a document 
entitled "Psychosocial Care Contact Details", and a range of contacts from the Cancer 
Co-ordination Unit - Multidisciplinary Care. The list was cross-checked with that 
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compiled by Women's Health Grampians in their "Support needs of patients with 
breast cancer" (2007) survey, to create the final list. These items were designed to 
enable investigation regarding participation in formal support services, such as those 
offered by hospitals, government agencies, medical, mental and aIlied health 
personnel, and cancer support organisations. By asking how helpful the support 
service was, the appropriateness and effectiveness of the services could be 
investigated, consistent with previous research (Edgar et aI., 2000; Plass & Koch, 
200 I). The list also included informal supports, to elicit information regarding 
awareness, use, helpfulness of, and reliance on such infomlal support received from 
family, friends, neighbours, church and community groups, work colleagues and other 
cancer patients. 
2.2.3. Psychosocial Support and Reasonsfor (Non) Participation 
The questions in this section were based on those included in Plass and Koch's 
(200 I) questionnaire. They were designed to obtain information about psychosocial 
support knowledge sources, level of satisfaction with support, additional support 
needs, and reasons for participation (and non-participation) in both formal and 
informal support. Examples of the type of questions asked are "Which of the 
foIlowing statements best describes the level of support you are currently receiving 
from health professionals and others around you to help you cope with your cancer 
illness?", and "If you have not used informal support (that support provided by family, 
friends, church, work colleagues, and other cancer patients), which of the following 
statements describe your reasons for not using informal support?" 
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2.2.4. List of Physical Complaints 
The List of Physical Complaints (von Zerssen & Koller, 1975) assesses 
symptoms of chronic disease. This inventory consists of 34 items, which ask about 
general somatic complaints, experienced over the past week (e.g., "hearing loss"; 
"shortness of breath"; "change in taste"). The intensity of complaints, or how severe 
the complaint was, is assessed on a rating scale (I = not at all; 3 = very strongly), with 
higher scores indicating a higher level of physical distress. The List of Physical 
Complaints appears to be a reliable measure with a Cronbach's alpha of .84, and is 
reported to have adequate indices of concun-ent criterion-oriented validity (Conrad, 
Schilling, Langenbuch, Haidl, & Liedtke, 200 I). Cronbach's alpha coefficient for this 
sample was. 92, indicating a high level of internal consistency. 
2.2.5 The Social Support Subscale of the Coping Resources InvenlOlY 
The Social Support Subscale (Hammer & Marting, 1988) of the Coping 
Resources Inventory was used to measure human relatedness. The scale· is a 13-item 
self-report questionnaire that measures the extent to which the participant is involved 
in social networks that may provide support during times of stress. It is a measure of 
an individual's perceived level of social support (Hammer & Marting, 1988). An 
example of the type of question asked is "I confide in my friends". Each item is rated 
on a 4-point Likert scale (1 = never or rarely; 4 = always or almost always). I terns 12 
and 13 are reversed scored. Higher scores indicate a higher perceived level of social 
support (Hammer & Marting, 1988). 
A convergent validity coefficient of .63 for the social support subscale was 
found when correlated with simple self-ratings of coping resources (Hammer & 
Marting, 1988). Convergent validity was also established when scores on the scale 
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were found to correlate positively with the Myel' Briggs type indicator continuous 
scores (Myers & McCaulley, 1985). Scores on the social support subscale were found 
to correlate negatively with the Beck Depression Inventory scores (Beck, Ward, 
Mendelson, Mock, & Erbaugh, 1961), which indicates that the discriminant validity is 
satisfactory (Hammer & Marting, 1988). Cronbach's alpha coefficient for the social 
support subscale is .79, which shows good internal consistency (Hammer & Marting, 
1988). Cronbach's alpha coefficient for this sample was .82, indicating a satisfactory 
internal consistency. 
2.2.6. The Brie/Symptom Invent01Y 
The Brief Symptom Inventory (Derogatis, 1993) is a 52-item self-report 
symptom inventory that has been used to assess the psychological well-being and 
psychopathological status of psychiatric and medical patients as well as community 
non-patient respondents (Derogatis, 1993). Each item is rated according to how much 
that problem has caused distress or bother over the past seven days, including the day 
of administration. The items are rated on a five-point scale of distress (0 = not at all; 4 
= extremely), with higher scores indicating a higher level of distress. Examples of the 
items on the inventory are "feeling no interest in things"; "feeling easily annoyed or 
irritated"; and "feeling fearful". 
The Brief Symptom Inventory is scored and profiled in terms of nine primary 
symptom dimensions and three global indices of distress. The primary symptom 
dimensions are: 'somatisation' (reflects distress arising from perceptions of bodily 
dysfunction); 'obsessive-compulsive' (focuses on thoughts, impulses and actions that 
are unremitting and irresistible, and are unwanted by the individual); 'interpersonal 
sensitivity' (centres on feelings of personal inadequacy and inferiority, particularly in 
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comparison with others); 'depression' (includes symptoms of dysphoric mood and 
affect, lack of motivation and loss of interest); 'anxiety' (includes general signs such 
as nervousness and tension as well as panic attacks and feelings of terror); 'hostility' 
(includes thoughts, feelings or actions that are characteristic of anger); 'phobic 
anxiety' (reflects a persistent and irrational fear response to a specific person, place, 
object or situation); 'paranoid ideation' (reflects a disordered mode of thinking 
including projective thought, hostility, suspiciousness, centrality, grandiosity, fear of 
loss of autonomy and delusions); and 'psychoticism' (items are indicative ofa 
withdrawn, isolated, schizoid lifestyle). 
Three global indices of distress are calculated: the Global Severity Index, 
which is the most sensitive single indicator on the Brief Symptom Inventory of the 
respondent's distress level; the Positive Symptom Total, which reveals the number of 
symptoms the respondent reports experiencing; and the Positive Symptom Distress 
Index, which is a pure intensity measure corrected for numbers of symptoms, and 
provides information about the average level of distress the respondent experiences. 
The Brief Symptom Inventory has an operational definition of caseness, which 
is a value or score that defines a probable case (clinically significant psychological 
distress). If a respondent has a Global Severity Index score greater than or equal to a 
T-score of 63, or if any two primary dimension scores are greater than or equal to a T-
score of 63, then the individual will be considered a positive diagnosis or a case. 
The Brief Symptom Inventory has been reported as a reliable measure. 
Cronbach's alpha coefficients for internal consistency for all nine dimensions of the 
inventory have been independently observed ranging from .78 to .83 (Croog et ai., 
1986). Cronbach' s alpha coefficients for this sample across the nine dimensions 
ranged from .58 to .86, indicating satisfactory internal consistency levels. In terms of 
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test-retest reliability, the Brief Symptom Inventory has shown to be a consistent 
measure over a two-week period, with coetlicients for the nine dimensions and three 
indices ranging from .6X to .90 (Derogatis, 1993). 
The Brief Symptom Inventory has shown convergent validity with other 
measures of the same constructs. Furthermore, scores on the Brief Symptom Inventory 
have been shown to correlate with the MMPI (Dahlstrom, 1969), the Wiggins content 
scales of the MMPI (Wiggins, 1966) and the Tryon cluster scores (Tryon, 1966). 
Comparison of the nine dimensions of the Brief Symptom Inventory with these three 
measures yielded coefficients greater than .30 (Derogatis, 1993). 
2.2.7. Demographics Questionnaire 
The demographic section of the questionnaire package asked participants to 
report their gender, age, place of residence, relationship status, education level, 
employment status, household income and ownership, and number of children. 
Participants were also asked about their cancer illness, specifically location or 
type of cancer, time since diagnosis, and types of treatment undergone. Additional 
questions addressed travel related to their cancer, including distances travelled to visit 
their GP and their treating specialists. Finally participants were asked to estimate the 
distance travelled to various treatment centres, the number of times they made the trip, 
and whether or not this travel required them to stay away from home. 
2.2.8. Semi-structured Interviews 
Semi-structured interview schedules (Appendices D - E) were designed to 
elicit discussion regarding the use offomlal and informal psychosocial support with 
survey participants and with various health professionals. Examples of questions 
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asked in the interviews are: "in what ways have you utilised informal/formal sources 
of support,?"; "can you identify any gaps in psychosocial support provision'?" 
2.3 Procedure 
Data collection took place from January to October 2007. Introductory letters 
explaining the research project and copies of the drafted questionnaire were sent to 
seven cancer specialists who treat cancer patients in the Grampians region. Of these 
seven, five agreed to assist with the research. 
Following ethics approval from the University of Ballarat, and the Ballarat 
Health Services and St. John of God Human Research Ethics Committees (see 
Appendices F - G), questionnaire packages were collated and delivered to the 
participating specialists, who began distributing them to cancer patients attending their 
regular appointments. One specialist chose to distribute the questionnaire packages via 
mail, one week following a patient's regular appointment. In this case, the 
questionnaire was accompanied by a covering letter from the specialist (Appendix C), 
which endorsed the research but emphasised the voluntary nature of involvement. 
Those participants recruited at the oncology clinics were given a brief 
explanation of the nature of the study by the treating oncologist or oncology nurse and 
invited to participate. Those who did participate either took the questionnaire home 
and retumed it in the reply paid envelope to the researcher, or completed the 
questionnaire at the clinic. The researcher was available at one of the clinics on a 
number of different days to offer assistance in completing the questionnaire for those 
who required it. 
Facilitators from three support groups in the Grampians region agreed to assist 
with the distribution of the questionnaires. Questionnaire packages were delivered to 
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the facilitators, who distributed them to support group members at regular meetings. 
Survey participants who indicated on their returned questionnaire their 
willingness to participate in an interview were telephoned by the researcher, and a 
time and place convenient to the participant was arranged. In all cases the interviews 
took place in the participant's home. Prior to the interview the participant was given a 
written overview of the study and an informed consent fornl (Appendix H) to read 
and sign. Interviews ranged from 50 to 75 minutes, and were recorded using an audio 
device supplemented by hand written notes. 
All health professionals approached for an interview agreed to participate. 
Prior to each interview they were given a written overview of the study and an 
informed consent form (Appendix I) to read and sign. Interviews ranged from 75 to 90 
minutes, and were recorded using an audio device supplemented by hand written 
notes. 
All questionnaire and interview participants were informed before beginning 
participation (via the cover letter) that if they wished to cease participation at any time 
they were free to do so, or that they could leave questions unanswered if they so 
wished. 
Results 
3.1 Qlfantitative Data Ana(vsis 
All statistical analyses were conducted using the Statistical Package for the 
Social Sciences (SPSS) for Windows Version 15.0 (SPSS, 2006) with an alpha level 
of .05 for statistical significance. 
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3.1.1 . Data Screening 
On initial screening, missing values were evident on some of the psychological 
measures. Six participants had incomplete data sets, some having failed to answer any 
questions on a particular measure. It was decided to retain these participants in the 
descriptive demographic data analysis, but exclude them from any further statistical 
analyses. Consequently, the sample size for analysis involving psychological 
measures was reduced to 76 participants. 
3.2. Statistical Analysis 
3.2.1. Participants' Psychological and Physical Wellbeing and Social Support 
The mean scores, standard deviations, skew and kurtosis for all participants (n 
= 76) on all measures are shown in Table 5. The skewness and kurtosis values for all 
participants ranged from -0.12 to 1.40, and -0.94 to 1.23, respectively. Despite the 
analyses suggesting that the distribution of the data departed slightly from normality, 
the skew and kurtosis values were still within reasonable bounds (Curran, West, & 
Finch, 1996). The Cronbach' s alpha values for all measures ranged from moderately 
high to high levels, indicating good internal consistency. 
Table 5 shows the descriptive statistics for all participants on all measures. 
Mean scores for the Brief Symptom lnventory were lowest for the 'hostility' and 
'paranoid ideation' categories, and highest for the 'somatisation' category. However, 
the mean T-scores on all nine dimensions and three indices were well below the cut-
off T-score of 63 which indicates probable caseness (clinically significant 
psychological distress). 
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Table 5 
Descriptive Statistics for Participants on all MeaslIres 
Construct and Measure a Mean SD Skew Kurtosis 
Brief Symptom Inventory 
Somatisation 0.78 5S 12 0.15 -0.94 
Obsessive-compulsive 0.S6 57 12 -0.12 -0.70 
Interpersonal sensitivity 0.64 52 9 0.S5 -0.24 
Depression 0.79 51 10 0.2S 0042 
Anxiety 0.75 49 II 0.99 O.IS 
Hostility 0.71 4S \0 0.69 -0.22 
Phobic anxiety 0.81 51 9 lAO 0.62 
Paranoid ideation 0.58 48 8 1.03 O.OS 
Psychotic ism 0.59 52 9 1.04 -0.37 
GSI Total 0.95 54 II 0.32 -0.11 
PST Total 52 II 0.18 -0.27 
PSDI Total 55 8 0.73 0.19 
List of Physical Complaints 0.92 1.30 0.27 1.16 1.23 
Total Score 
Social Support Subscale 0.82 38.90 6.55 ·-0.07 -0.33 
Total Score 
Table 5 shows that the mean GSI score on the Brief Symptom Inventory for 
the current sample was 54 (SD = 11). This score was compared to that of the sample in 
the Plass and Koch (2001) study (M = 56, SD = 9). No significant difference was 
found in the average levels of distress between the two samples, Z = 1.35, P > .05. 
Table 6 shows descriptive statistics resulting from the application of the 
operational definition of caseness (i.e., a GSI T-score of 63, or a T-score of 63 on any 
of the two subscales) to participants' scores. 
Table 6 
Frequencies/or Level O/P.\Tchological Distress 
Brief Symptom Inventory 
No case 
Caseness 
Psychosocial Support 64 
11 
49 
27 
() / 
() 
64.5 
35 .5 
As shown in Table 6, over a third of men in the sample met the definition of 
caseness as detennined by scores on the Brief Symptom Inventory, indicating they 
were experiencing significant psychological distress, and are probable cases of a 
diagnosable psychiatric disorder. 
Table 5 shows that the mean score for all men in the sample on the List of 
Physical Complaints was 1.30 (SD = 0.27). This mean score was significantly lower 
than the 1.42 (SD = 0.24) reported in the Plass and Koch (2001) study of cancer 
patients, z = 1.65, p < .05. 
Regarding perceptions of social support, Table 5 shows that the Social Support 
Subscale of the Coping Resources Inventory mean score for all participants in the 
study was 38.90, which is equivalent to a mean score of2.99 for each item on the 
subscale. This indicates that the respondents "often" have resources to call upon in 
times of need. No significant difference was found when comparing the current 
sample's mean score of38.90 (SD = 6.55) to the mean score of37.55 (SD = 6.06) 
reported for men in the Social Support Subscale normative data (for the United States) 
(Hammer & Marting, 1998), Z = 1.64, p > .05. This indicates that the men in this study 
do not differ from the general population of males in their perceived levels of social 
support. 
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3.3. P.\)'chosocial Slipport 
The data were analysed in regard to psychosocial support for all participants 
(N = 82). 
3.3.1. Level OfP.\TChosocial Support 
Participants were asked if they were satisfied with the level of support they 
were currently receiving. Descriptive statistics for participant satisfaction with their 
current level of support are shown in Table 7. 
Table 7 
Frequenciesfor Satisfaction with Current Level o/Support 
Demographics 
I am receiving enough support to meet my needs 
I am receiving some support but would like more 
I am not receiving any support but would like to 
I am not receiving any support and am satisfied with this situation 
n 
75 
3 
o 
4 
()/ 
/() 
91.5 
3.7 
0.0 
4.9 
Table 7 shows that almost all participants were satisfied with their current 
level of psychosocial support. Four men reported that they were not receiving any 
support at all, but were satisfied with that situation. 
3.3.2. Areas of Un met Need in P!>~vchosocial Support 
Although only a very small number of men indicated that they would like 
more support (see Table 7), given the opportunity, many more participants indicated 
that there were indeed some areas in which they would like more support. In regard to 
emotional support, 30 men indicated that they would like to receive more support in 
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certain areas. Table 8 shows that 20% of participants indicated they would like more 
emotional support in the medical and health area; and in dealing with physical 
discomfort, pain or fatigue, or side effects. Additionally, 16% of the sample indicated 
they would like more emotional support with family matters, for example in dealing 
with carer's needs and talking to others about his (the participant's) situation. 
Table 8 
Frequencies for Additional Emotional Support (n = 30) 
Demographics Re.\pol1S(!S (J/ "I) 
I would like more emotional support with: 
Medical and health issues 17 20.7 
Family matters 13 15.9 
Psychological support 9 11.0 
Social issues 4 4.9 
Spiritual issues 0 0.0 
Other 1.2 
Similarly, although over 90% of participants reported satisfaction with their 
current level of support, 31 men indicated that they would like more informational 
support in certain areas. As shown in Table 9, the most common area where additional 
information would be welcomed was related to cancer treatment, particularly with 
different methods, risks, side effects, and after-effects of treatment. 
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Table 9 
FreqZlencies./hr Additional h?f'ormatiol1al Support (11 = 31) 
Demographics 
I would like more informational support in regard to: 
Different methods of treatment 
After-effects of treatment 
Risks/side effects of treatment 
Aftercare and rehabilitation 
Welfare support services 
My diagnosislillness 
Diagnostic measures 
Psychological support services 
Other 
3.4. Formal Psychosocial Support 
Resp()//.I'(!.\· ()/ () 
12 14.6 
12 14.6 
II 13.4 
6 7.3 
6 7.3 
4 4.9 
4 4 .9 
3 3.7 
1.2 
Data for all participants (N = 82) were analysed to investigate how men found 
out about formal support services, and to ascertain their level of awareness and 
participation in such services, specifically those services offering emotional support. 
3.4.1. Sources ofln./ormation Regarding Formal Psychosocial Support Services 
The demographic data outlining how participants (N = 82) found out about 
various psychosocial support services is shown in Table 10. Multiple responses from 
each participant were possible. Clearly the most common sources of information 
regarding all psychosocial support services, as shown in Table 10, were the 
participants' treating doctors. Specifically, three quarters ofthe sample indicated that 
they found out about support services through their doctor or general practitioner, and 
62% of participants had found out about support services through their cancer medical 
specialist. 
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Table 10 
Frequencies./or Source of!J?jiJrmotion about P,},chosocial Support Services 
Demographics 
I tllllnd out about psychosocial support services through: 
Doctor/GP 
Cancer medical specialist (surgeon, medical or radiation oncologist) 
Family/ti'iends 
Media (internet, tv, newspapers, books, pamphlets) 
Other cancer patients 
Nurse (chemotherapy or specialist nurse) 
Radiation therapist 
Other medical personnel 
Social worker 
Other 
Psychologist/psychiatrist 
Rl'spOl1sl'.\· 
62 
51 
30 
19 
IX 
12 
X 
X 
6 
3 
()/ 
() 
75.6 
62.2 
36.6 
')'''' ') ~-).~ 
22.0 
14.6 
9.X 
9.X 
7.3 
3.7 
1.2 
3.4.2. Awareness of and Participation in Formal Psychosocial Support 
Services 
Given that participants reported being made aware of psychosocial.services 
mostly through their medical practitioners, rates of actual use of at least one 
psychosocial service offering emotional support were examined. 
Table 11 shows the descriptive statistics for participants' awareness of at least 
one service offering emotional support (services such as that provided by a 
psychologist, social worker, counsellor, self-help group, telephone-based counselling, 
Cancer Council of Victoria, or other cancer organisation). 
Table 11 shows the level of awareness of psychosocial services offering 
emotional support is very high, with nearly 82% of men in the sample reporting their 
awareness of at least one such service. 
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Table II 
Frequenciesfhr Awareness qland Participation in a Formal Emotional Support 
Service 
A H'are/1ess Participatio/1 
Yes No U/1w/sII'ered Yes No 
/1 IJ/ /1 IJ/ 17 IJ/ /1 IJ/ 17 IJ/ IJ IJ IJ IJ IJ 
Formal Support Service 62 81.6 8 10.5 6 7.9 37 48.7 39 51.3 
In tenns of overall use of a professional service offering emotional support the 
sample was evenly divided, with just under 50% of the men in the sample using at 
least one of the fonnal support services, while just over half of the participants 
indicated that they had not used any of these services. 
Table 12 gives more detail regarding the awareness of and participation rates 
in each specific service listed as offering emotional support. 
Table 12 
Frequenciesfhr Awareness and Use o.lServices 91fering Emotional Support 
A warel7ess aj'resource Use oj'resource 
Yes No Unanswered Yes No 
/1 IJ/ n 0/ n IJ/ 17 IJ/ 17 IJ/ IJ IJ .. () IJ ~ () 
Psychologist 32 39.0 37 45.1 13 15.9 1.2 SI 9S.S 
Psychiatric Service 31 37.S 38 46.3 13 15.9 0 0 82 100.0 
Social Worker 44 53.7 26 31.7 12 14.6 15 18.3 67 81.7 
Counsellor 44 53.7 27 32.9 II 13.4 8 9.8 74 90.2 
Self help group 39 47.6 31 31.8 12 14.6 8 9.8 74 90.2 
Phone-based counselling 32 39.0 38 46.3 12 14.6 9 11.0 73 89.0 
Cancer Council ofYicloria 53 64.6 21 25.6 8 9.8 20 24.4 62 75.6 
Specific cancer organisation 43 52.4 27 32.9 12 14.6 IS 22.0 64 78.0 
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Awareness and use of services offering emotional support, as shown in Table 
12, was highest for the Cancer Council of Victoria, with close to 65% of participants 
reporting that they were aware of this service, and approximately 24% of men in the 
sample reporting using the Cancer Council service. Awareness and use of 
organisations specific to the participant's type of cancer, while not high in a general 
sense, were high compared with other services listed. Closer inspection of the data 
revealed that 26 men (34%) had utilised either or both of the cancer organisations 
listed. Just over half of the sample were aware of the services of a social worker and a 
counsellor, but social workers, used by less than 20% of participants, were utilised 
twice as often as counsellors. Use of psychological and psychiatric services was very 
low, with only one participant reporting using the services of a psychologist, and no 
participant using a psychiatric service. 
Descriptive statistics for the helpfulness of services offering emotional support 
are shown in Table 13. 
Table 13 
Descriptive Statistics.tor Help/it/ness of Service 91(ering Emotional Support 
Help/it/ness a/resource 
n M SD 
Psychologist 5.00 0.00 
Social Worker 15 3.60 1.24 
Counsellor 8 3.75 1.28 
Self help group 8 4.50 0.76 
Telephone-based counselling 9 3.89 1.45 
Cancer Council ofYictoria 20 4.30 0.66 
Organisation for specitic type of cancer 18 4.11 0.68 
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Although few people used the services provided by a psychologist and a self 
help support group, it is evident from Table 13 that those who did use these 
professional support services rated them highly. Specifically, the average rating of all 
emotional support services used was 4.16 (SD = 0.86) which equates to a rating 
between "very helpful" and "extremely helpful". Support provided by the Cancer 
Council of Victoria and organisations for specific types of cancer, which both had 
relatively high rates of awareness and use (see Table 12), was rated by participants as 
"very helpful". 
3.4.3. Reasonsfor using Formal Psychosocial Support Services 
Participants who used a psychosocial support service indicated various reasons 
for doing so. Frequencies for each reason are shown in Table 14. Multiple responses 
were possible. 
Table 14 
Frequenciesfor Reasonsfor Using a Psychosocial Support Service (n = 12) 
Demographics 
I felt physically unwell 
I felt lonely 
I felt emotionally unwell 
I wanted to understand and cope with my illness 
The illness made me feel that I had to change something in my lite 
I hoped to meet with people in a similar situation 
I wanted distraction from my illness 
Family and/or friends suggested professional support 
I had other problems not related to my illness 
My doctor recommended protessional support 
A support program had helped me before 
Friends/family turned away fi·om me 
I expected substantial benetits 
Responses 
10 
10 
7 
7 
4 
3 
2 
2 
2 
o 
o 
83.3 
83.3 
58.3 
58.3 
33.3 
25.0 
16.7 
16.7 
16.7 
8.3 
8.3 
0.0 
0.0 
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Although 37 men indicated that they had used a psychosocial support service 
(see Table 11), only 12 indicated reasons for participating in such services. Of interest 
is that despite the finding reported earlier that most participants found out about 
f0n11al services through their doctors, only one person reported participating in a 
support service on the recommendation of their doctor. 
It is evident from Table 14 that for those men who used fonnal psychosocial 
services, the main reasons for participation related to feeling physically and 
emotionally unwell. Over 80% of this small group of respondents indicated that they 
used the services because they were physically unwell and/or feeling lonely, and 58% 
of men reported that they sought professional support due to feeling emotionally 
unwell and wanting to understand and cope with their illness. 
3.4.4. Reasonsfor not lIsing Psychosocial Support Services 
Men who did not use any psychosocial support service cited various reasons 
for non-participation. Descriptive statistics for this data are shown in Table 15. 
Multiple responses were possible. 
Table 15 shows that the most frequently reported reason for non-participation 
was that the men already felt sufficiently supported. Men reported that they felt 
sufficiently supported by their family (n = 48) and by friends (n = 31). Many 
respondents assessed themselves as not in need of assistance: half of the respondents 
agreed with the statement 'I can cope on my own', 38% stated that they had no 
emotional problems, and 23% of men thought that other patients were in more need of 
support than themselves. 
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Table 15 
Freqllenciesfor Reasonsfhr Not Using a P.'Tchosocia/ SlIpport Service (11 = 75) 
Demographics 
I have sufticient support hom my tlllnily 
I can cope on my own 
I have sufficient support from my friends 
I have no emotional problems 
Other patients are in more need of support than I am 
I cannot atford the cost of professional support services 
I have not been given any information about prof. support services 
I would have to travel too tllr to access professional support services 
There is a lack of choice of professional support services in my area 
I do not want help from strangers 
I have no contidence in the staff at support agencies 
I am overwhelmed by too many people wanting to help me 
Other 
I prefer to talk with clergy about my problems 
Professional psychosocial support cannot help me 
I do not think that the support staff would understand me 
Seeking outside support is a burden for my t~unily 
RC'S I)()I7.I'C'S 
4X 
33 
31 
25 
15 
6 
6 
4 
3 
3 
o 
o 
o 
o 
() / 
() 
72,7 
50,0 
47.0 
37.9 
22,7 
9,1 
9,1 
6.1 
4.5 
4.5 
1.5 
1.5 
1.5 
0,0 
0,0 
0.0 
0.0 
Interestingly, Table 15 shows that awareness of services did not appear to be a 
significant barrier to psychosocial support service participation, with less than 10% 
reporting that they had been given no information about services. Access and 
availability of services, in terms of travel to, choice and cost of services, were also not 
reported as barriers to participation. 
3.4.5 Descriptivesfor a// Participants' Proximity to Service Centres 
As cancer treatment in rural and regional areas often involves travel to other 
service centres, demographic data regarding travel for all participants (N = 82) were 
analysed. Frequency of travel and distances travelled are shown in Table 16. 
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Table 16 
Descriptive Statistics for Travel Data 
Travel Demographics 11 M SD 
Rural residents' proximity to nearest town (kms) 25 23.24 15.36 
Distance travelled (kms) for 
GP visit 78 14.40 27.04 
Cancer specialist 80 82.70 100.23 
Treatment in Melbourne (return trip) 10 452.40 394.52 
Treatment in Ballarat (return trip) 60 222.27 211.86 
Treatment in Geelong (return trip) 4 427.50 235.99 
Treatment in local hospital (return trip) 16 85 .63 99.04 
Number of trips made for 
Treatment in Melbourne 10 4.40 4. 14 
Treatment in Ballarat 60 34.20 63 . 15 
Treatment in Geelong 4 6.67 3.51 
Treatment in local hospital 16 10.69 10.95 
As evident in Table 16, those men who reported residing in a rural area were, 
on average, 23 kilometres from the nearest township. To access their local GP and 
their cancer specialist, participants reported travelling an average of 14 and 82 
kilometres respectively. Over two-thirds of the men received treatment in Ballarat, 
which was an average of222 kilometres (return trip) from their home. Men travelling 
to Ballarat made on average 34 trips over the course of their cancer illness to receive 
treatment. For some participants, travelling to receive treatment meant they were 
required to stay overnight in another location. The frequencies of stays away from 
home are shown in Table 17. 
Table 17 shows that one quarter of the 60 men who had travelled to Ballarat (see 
Table 16) had stayed overnight at some stage over the course of their treatment. Of the 
10 men treated in Melbourne (see Table 17), seven stayed away from home for this 
treatment. 
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Table 17 
Frequencies for Treatment Away./i"Oll1 Home Data 
Demographics 
Stayed away from home li.lr treatment in 
Melbourne 
Ballarat 
Geelong 
Local hospital 
3.5. 1n./orl11al P~~vchosocial Support 
n 
7 
15 
3 
4 
(j / 
() 
9.0 
19 
3.8 
5.1 
Given that the main reason for not participating in formal support services was 
that men felt sufficiently supported by their informal network, awareness and use of 
various informal sources of support by all participants (N = 82) were examined. 
3.5.1. Awareness of and Participation in 1n./orl11al Psychosocial Support 
Descriptive statistics for the awareness and use of informal sources of 
psychosocial support are shown in Table 18. 
Table 18 
Frequenciesfor Awareness and Use 0/1n./ormal P,\~vchosocial Support 
Awareness oj"resollrce Use o/re.,·oll/"{"(! 
Yes No Unanswered Yes No 
11 (j / 11 (j / 11 () / 11 () / 11 () / ~ ' () . () / () ~' () / () 
Family members 73 89.0 6 7.3 3 3.7 65 79.3 17 20.7 
Friends, neighbours 66 80.5 9 11.0 7 8.5 51 62.2 31 37.8 
Work colleagues 35 42.7 32 39.0 15 18.3 15 18.3 67 81.7 
Other cancer patients 51 62.2 20 24.4 II 13.4 34 41.5 47 57.3 
Religion or clergy 45 54.9 26 31.7 II 13.4 16 19.5 66 80.5 
Internet-based discussion 20 24.4 50 61.0 12 14.6 2 2.4 80 97.6 
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Table 18 shows clearly that the vast majority of participants are aware of 
family members, friends and neighbours as sources of psychosocial support, and that 
they commonly use these sources of support. Close to 80% of the sample indicated 
that they relied on family members to provide support, and over 60% had accepted 
support from friends and neighbours. Further inspection of the data indicated that all 
men in the sample were aware of at least one source of informal support, and that all 
but ten men had used some foml ofinfomlal support. Few of the men indicated that 
they used religion or clergy for support. Tables 8 and 15 show that no participant 
indicated that they needed more emotional support to deal with spiritual issues, or that 
they preferred to talk with their clergy as a reason for not seeking professional 
support. Similarly, very few men utilised the Internet as a source of informal support. 
The helpfulness ratings of informal psychosocial support sources are presented 
in Table 19. In terms of helpfulness, Table 19 shows that family members were the 
most helpful, being rated between "very helpful" and "extremely helpful", whereas 
friends and neighbours were rated on average as "very helpful". 
Table 19 
Descriptive Statistics for Help/it/ness ofinformal Psychosocial Support 
Help/it/l7ess oj'resollrce 
17 M SD 
Family members 65 4.40 0.81 
Friends, neighbours 51 4.00 0.85 
Work colleagues 15 3.47 1.13 
Other cancer patients 35 3.86 0.97 
Religion or clergy 16 3.19 0.83 
Internet-based discussion 2 3.50 0.71 
Overall the mean rating of helpfulness for informal sources of support was 
3.73 (SD = 0.88) which falls between "somewhat helpful" and "very helpful". This 
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mean score is lower than that reported for the perceived helpfulness of fonnal support 
services, which was 4.16 (SD = 0.86), equating to a rating between "very helpful" and 
"extremely helpful". This difference was statistically significant, = = 2.41, P < .05, 
indicating that formal support was rated as significantly more helpful by those who 
used it, compared with the helpfulness rating given to informal support. 
3.5.2. Reasonsfhr Using infhrmal P.\}'chosocial Support 
Of the men who had used infonnal sources of psychosocial support, 38 
indicated various reasons for doing so. Frequencies for each reason are shown in 
Table 20. Multiple responses were possible. 
Table 20 
Frequencies/or Reasons/or Using Informal Psychosocial Support (n = 38) 
My informal network is more available to me 
II is practical to rely on infonnal support 
1 hoped to meet with people in a similar situation 
I wanted to understand and cope with my illness 
The illness made me feel that I had to change something in my life 
I felt physically unwell 
I wanted distraction from my illness 
My informal network understands me more 
I felt emotionally unwell 
I do not feel comfortable receiving support from strangers 
Protessional support was not sufficient 
I expected substantial benetits 
Responses 
19 
18 
12 
12 
II 
6 
5 
5 
3 
3 
2 
() / 
/ () 
50.0 
47.4 
31.6 
31.6 
28.9 
15.8 
13 .2 
\3 .2 
7.9 
7.9 
5.3 
2.6 
Table 20 shows that the most common reasons for using infomlal support were 
those of a practical nature. The availability of infomlal networks and the practicality 
of relying on informal support were cited as reasons for using informal support by 
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50% and 47% of the question's respondents, respectively. The perception that there 
were insufficient professional support services available was listed by very few (n = 2) 
respondents as a reason for relying on infomml support. 
3.5.3. Reasonsfor Not Using b?jormal P~~vchosocial Support 
Reasons for non-participation in infonnal psychosocial support and their 
associated frequencies are shown in Table 21. Multiple responses were possible. 
Table 21 
Frequencies/or Not Using Informal P~J'chosocial Support (n = 41) 
11 % 
I prefer to talk with my doctor about my problems 25 61.0 
I can cope on my own 25 61.0 
I have no emotional problems 19 46.3 
I do not want to burden others with my problems 7 17.1 
I prefer to use professional support services 5 12.2 
It is difficult for me to be dependent on others 2.4 
I am overwhelmed by too many people wanting to help me 0 0.0 
I do not think that my family and friends would understand me 0 0.0 
I have no one to provide this type of support for me 0 0.0 
Informal support cannot help me 0 0.0 
Other 0 0.0 
Similar to the findings regarding non-participation in formal support services, 
there is a discrepancy between the number of men who reported not participating in 
infonnal support (11 = 10) and the number of men who indicated reasons for non-
participation (n = 41). Table 21 shows that well over half indicated that they would 
prefer their doctor over their infonnal network in discussing any problems. Consistent 
with the reasons cited for non-participation in professional services, not using an 
... 
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informal network for support was related to perceptions of independence and 
emotional wellbeing. The notion that the participants could cope on their own and that 
they had no emotional problems were cited by 61 % and 46% of the respondents, 
respectively. 
3.6 The Intel/ace between Use of Formal and Informal P.\}'chosocial Support 
Data were analysed to investigate what percentage of the men in the sample (n 
= 76) used formal or infomlal support excl usively, used both types of support or used 
neither. Frequency data are shown in Table 22. 
Table 22 
Frequency of use of Formal and Informal Support 
Demographics 
Used both formal and informal support 
Used informal support only 
Used formal support only 
Used neither formal nor infonnal support 
n 
35 
31 
2 
8 
0/ 
/() 
46.1 
40.8 
2.6 
10.5 
Table 22 shows that almost half the sample reported using both formal and 
informal sources of support. Very few men used formal support exclusively, and eight 
men reported not using any type of support. 
3.7. D!flerences between Participants and Non-Participants in Formal 
P~~vch()social Support Services 
Data were analysed to investigate differences between those men who reported 
participating in a formal service offering emotional support (participants) (n = 37) and 
those who did not participate (non-participants) (n = 39). 
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3.7./. DUf"erences between Participants and Non-participants on Measures (?l 
P"Tch%gical and Physical Wellbeing and Social Support 
Comparisons were made between the mean scores on the measures of 
psychological and physical wellbeing, and the social support scale using t-tests for 
independent samples. 
Table 23 
Descriptive Statisticsfhr Participants/Non-participants in Formal SZlpport on all 
Measures 
Participants (17 = 37) Non-participants (11 = 39) 
Mean SD Mean SD (74) 
Brief Symptom Inventory 
Somatisation 57 12 58 12 -0.25 
Obsessive-compulsive 57 II 57 12 -0.17 
Interpersonal sensitivity 52 9 51 9 0.36 
Depression 52 9 50 IO 0.65 
Anxiety 50 IO 49 11 0.38 
Hostility 49 10 47 10 0.55 
Phobic anxiety 51 9 52 IO -0.74 
Paranoid ideation 48 8 48 9 -0.16 
Psychoticism 54 9 50 8 2.08 * 
GSI 54 II 54 I J 0.02 
PST 54 8 55 8 0.64 
PSDI 53 12 52 10 0.84 
List of Physical Complaints 
Total Score 1.29 0.27 1.30 0.28 0.93 
Social Support Subscale 
Total Score 38.51 6.56 39.23 6.60 0.62 
*p < .05. 
Psychosocial Support g I 
The results shown in Table 23 reveal only one significant difference. Men who 
participated in fom1al support services reported significantly higher levels of 
'psychoticism', as measured by the Brief Symptom Inventory, than those men who did 
not participate in formal services. No significant differences were found between 
participants and non-participants on the measure of physical complaints or perceived 
level of social support. 
3.7.2. D(fferences between Participants and Non-participants on 
Demographic Data 
Comparisons between the participants and non-participants in formal service 
use across demographic factors found few significant differences. An independent 
samples I-test demonstrated that participants (M = 65.11, SD = 11.15) were 
significantly younger than non-participants (M= 73.05, SD = 7.68), 1(74) = -3.63, 
p < .001. 
Categorical demographic data were analysed using chi-square. The data were 
collapsed into smaller groups to increase cell sizes. Relationship status was collapsed 
from five groups into two: partnered (married, defacto) and not partnered (single, 
widowed, or separated). Similarly, employment status contained two groups: working 
(full/part/casual employment) and not working (home duties, unemployed, on leave 
due to cancer, pensioner, or retired). Annual income levels were collapsed from eight 
categories to three. 
Table 24 shows a significant difference between participants and non-
participants in employment status. Men who were working (fulltime, part-time or 
casual) were likely to participate in a fom1al support service, whereas men not 
working were likely to be non-participants in formal services. There were no 
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significant differences between participants and non-participants on education level, 
annual income and relationship status. 
Table 24 
Comparison (?/Participants and Non-participants on Education Level, Employment 
Status and Income 
Demographics Participants Non-participants X2(df) 
11 % 11 % 
EDUCATION LEVEL 4.75(2) 
Primary 6 16.2 12 30.8 
Secondary/TAFE 24 64.9 25 64.1 
University 7 18.9 2 5.1 
EMPLOYMENT STATUS 6.84 (I )** 
Working 13 36.1 4 10.5 
Non-working 23 63.9 34 89.5 
ANNUAL INCOME 4.38 (2) 
Less than $20,000 10 29.4 10 30.3 
$20,000 to $39,999 13 38.2 19 57.6 
$40,000 or more II 32.4 4 12.1 
RELATIONSHIP STATUS 1.99 (I) 
Partnered 28 69.4 35 89.7 
Non-partnered 8 30.6 4 10.3 
**p < .OI. 
Table 25 shows comparisons of participants and non-participants regarding 
index of remoteness rating, place of treatment and distance to specialist. No 
significant differences between participants and non-participants were evident on 
place of residence, place of treatment or distance travelled by the men to see their 
cancer specialist. 
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Table 25 
Comparison qfParticipants and Non-participants on Place (~fResidence, Place (~j' 
Treatment and Travel to Specialist 
Demographics Participants Non-participants X~(df) 
11 <X, 11 % 
ARIA+ REMOTENESS INDEX 0.44 (2) 
Accessible 20 54.1 20 51.3 
Moderately Accessible 14 37.8 17 43.6 
Remote 3 8.1 2 5.1 
PLACE OF TREATMENT 4.55 (2) 
Ballarat 28 75.7 21 53.8 
Other 6 16.2 9 23.1 
No Treatment 3 8.1 9 23.1 
DISTANCE TO SPECIALIST 3.61 (2) 
10 kms or less 11 30.6 15 39.5 
II kms to 100 kms 9 25.0 14 36.8 
More than 100 kms 16 44.4 9 23.7 
As shown in Table 26 there were no differences between participants and non-
participants in formal support services when comparisons were made for type of 
cancer and type of treatment. 
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Table 26 
Comparison (?/Participants and Non-participants on Cancer Type and Treatment 
Demographics Part ic i pan ts Non-participants X2(df) 
11 % 11 % 
TYPE OF CANCER 0.54 (I) 
Prostate 25 69.4 30 76.9 
Other II 30.6 9 23.1 
TIME SINCE DIAGNOSIS 0.24 (I) 
2 years or less II 30.6 14 37.8 
More than 2 years 25 69.4 25 62.2 
RECEIVED CHEMOTHERAPY 0.10 (I) 
Yes 12 33.3 14 36.8 
No 24 66.7 24 63 .2 
RECEIVED SURGERY 1.32 (l) 
Yes 19 52.8 15 39.5 
No 17 47.2 23 60.5 
RECEIVED RADIOTHERAPY 0.03 (l) 
Yes 14 38.8 14 36.8 
No 22 61.2 24 63 .2 
RECEIVED ALTERNATIVE 0.01 (I) 
Yes 5 13.9 5 13.2 
No 31 86.1 33 86.8 
RECEIVED OTHER 0.17 (I) 
Yes 7 19.4 6 26.3 
No 29 80.6 32 73.7 
3.8. Dlfferences between Participants and Non-Participants on Informal 
P.\~vch()social Support Use 
Data were analysed to investigate differences between those men who reported 
participating in informal support (,participants') (n = 66) and those who did not 
participate ('non-participants') (n = 10). 
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3.8.1. Differences hetween Participants and Non-participants 011 Measures 0/ 
P.\ychological and Physical Wellbeing and Social Support 
Comparisons were made between participants and non-participants on the 
measures of psychological and physical wellbeing, and perceived social support. 
Independent samples t-tests were used due to their robustness with respect to sample 
sizes of less than 15 (0' Agostino et aI., 1988). Due to the difference in group size and 
the low numbers in the non-participant group, results shown in Table 27 should be 
interpreted with caution. 
Table 27 
Comparison o/ParticipantsINon-participants in Informal Support on All Measures 
Participants (11 = (6) Non-participants (17 = 10) 
Mean SD Mean SD (74) 
Brief Symptom Inventory 
Somatisation 57 12 62 13 -1.14 
Obsessive-compulsive 57 12 58 13 -0.28 
Interpersonal sensitivity 51 9 56 10 -1.38 
Depression 51 9 55 13 -1.30 
Anxiety 49 10 51 13 -0.51 
Hostility 48 IO 47 13 0.34 
Phobic anxiety 51 9 57 10 -2.13 * 
Paranoid ideation 48 8 50 12 -0.69 
Psychotic ism 52 8 54 IO -0.70 
GSI 54 II 56 12 -0.83 
PST 52 II 54 12 -0.56 
PSDl 55 8 57 IO -1.05 
List of Physical Complaints 1.28 0.27 1.34 0.29 -0.57 Total Score 
Social Support Subscale 38.81 6.44 39.40 7.61 -0.26 
Total Score 
*p < .05 
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Table 27 shows that the only significant difference occurred in the 'phobic 
anxiety' category on the Brief Symptom Inventory, indicating that men who did not 
use informal support were experiencing higher levels of phobic anxiety than those 
men who did use infomlal support. 
3.B.2. Dftlerences hetween Participants and Non-participants in Informal 
SlIpport on Demographic Data 
Analyses pertaining to categorical demographic data were not conducted. Chi-
square analysis requires that at least 80% of cells have expected frequencies offive or 
more (Pallant, 200 I). With the non-participant group containing only 10 men, the 
minimum cell frequency assumption of chi-square was violated, meaning that 
analyses could not be reliably conducted. 
3.9. Dttlerences between Men Who Used Support and Men Who Did Not Use Support 
As shown in Table 22 earlier, it was evident that a total of eight men reported 
utilising no psychosocial support at all. Some exploratory analysis was performed to 
investigate the characteristics of this small group of men. Despite the small group size 
and difference in numbers of men with support versus numbers of men using at least 
one form of support, it was possible to conduct t-tests to examine differences, though 
results should be interpreted cautiously. 
3.9.1. Dfflerences between Men Who Used and Did Not Use Support on 
Measures o.fP~ychological, Physical Wellbeing and Social Support 
Comparisons were made of the mean scores of men with no support and men 
with some form of support on the measures of psychological and physical wellbeing, 
and social support, as well as on age. The results are shown in Table 28. 
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Table 28 
Comparison o{Mcn with No Support and Mcn with Support on All Measlires 
Supported (/1 = (8) No Support (/1 = 8) 
Mean SD Mean SD (74) 
Brief Symptom Inventory 
GSI Total 53 II 59 II 1.43 
List of Physical Complaints 1.28 0.27 1.42 0.27 1.36 Total Score 
Social Support Subscale 38.93 6.37 38.63 8.38 -0.12 
Total Score 
Age 68.35 10.41 76.25 5.39 2.10 * 
*p < .05. 
Table 28 shows that men with no support were significantly older than those 
with some support. No significant difference was evident on the measure of physical 
complaints or perceived social support. Although the Global Severity Index on the 
Brief Symptom Inventory showed no significant difference between the two groups, a 
closer examination of the data showed that 75% of the men in the 'no support' group 
were positive cases according to the operational definition given by the Brief 
Symptom Inventory. 
Analyses pertaining to categorical demographic data were not conducted due 
to the small group numbers violating the minimum cell frequency assumption of chi-
square analysis. However, scrutiny of the data revealed that all but two of the eight 
men with no support lived in an outer regional area. One man resided in a remote area 
and the remaining man resided in an inner regional area. 
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3.10. Slll71I1W/J' (~lQlIal1titative Data Ana~vsis 
Statistical analysis demonstrated that the men in the sample reported a low 
level of physical complaints and they did not differ from the general population of 
males in their perceived levels of social support. However, over a third of men were 
experiencing significant psychological distress. Men in the sample were largely 
satisfied with the level of support they were receiving, but did indicate areas where 
more emotional and informational support was needed. 
Treating doctors were the main source of information for these men regarding 
fomml psychosocial support services, and awareness of such services was high. 
Almost half of the men reported using a formal service offering emotional support, 
and these services were rated as "very helpful" to "extremely helpful". The main 
reasons for participation in formal support services related to feeling physically and 
emotionally unwell. The most frequently reported reason for non-participation was 
that the men already felt sufficiently supported. Awareness of services and issues of 
access, availability and cost of services were not reported as barriers to participation. 
Regarding informal psychosocial support, all men in the sample were aware of 
at least one source of informal support and all but ten men had used such support. 
Informal support was rated as "somewhat helpful" to "very helpful", and the most 
common reasons for using such support were related to the availability of informal 
networks and the practicality of relying on informal support. The main reasons for not 
using informal support were preferring to talk to a doctor about problems, and 
perceptions of independence and emotional wellbeing. 
Comparisons between participants and non-participants in fomlal support 
services revealed few significant differences. Participants were younger, employed 
and higher in psychoticism than non-participants. 
Psychosocial Support 89 
Comparisons between participants and non-participants in informal support 
were limited due to the small number of non-participants. The analysis that was 
possible indicated that non-participants in infomlal support had significantly higher 
levels of phobic anxiety than participants. 
A small number of men reported utilising no support at all. Due to the low 
number of men not using any support extensive data analysis was not possible. 
However, exploratory analysis indicated that three quarters of the men with no support 
were experiencing significant psychological distress, and were probable cases of a 
diagnosable psychiatric disorder. Men with no support were also significantly older 
than men with at least one form of support, and the majority lived in an outer regional 
area. 
3.11 Qualitative Data Ana~vsis 
Two levels of data analysis were used to explicate themes, utilising a 
procedure outlined by Auerbach and Silverstein (2003). The analysis involved 
developing text-driven categories and coherence-driven categories. Text-driven 
categories develop as a result of interview participants using relatively equivalent 
words and phrases. As these categories develop, they begin to stand in logical or 
conceptual relation to each other, and can therefore be organised into coherence-based 
categories, which are referred to as sensitising concepts (Auerbach & Silverstein, 
2003). 
After all interviews had been conducted, and the texts of each had been 
transcribed, the texts were read over and segments of each text that were deemed 
relevant to the basic research questions were selected. Selection of these segments of 
relevant text revealed repeated ideas, or concepts, that many interview participants 
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discussed. Each of these repeated ideas was given a title, often a quote used by one of 
the men, to represent this text-based category. 
Sensitising concepts were generated in a similar manner. Each text-based 
category was grouped along with another similar idea under more general sensitising 
concepts. 
3.12 Sensitising Concepts for Men Living with Cancer 
Table 29 shows the themes that emerged from analysing the interview data 
from the nine men living with cancer. The interview data from the three health 
professionals were analysed separately. The table shows the way in which text-driven 
categories are clustered into sensitising concepts. The sensitising concepts are 
presented here as subsection headings and the text-driven categories as paragraph 
headings. 
3.12.1 Satisfaction with Psychosocial Support Received 
I Got a Lot of Written Information 
As Table 29 indicates, 78% of the men were satisfied with the amount and 
quality of the written information they received from their treating medical specialists. 
" .. it was good stuff to read, what I was given ... easy to read and made sense." 
"He (the ,\pecialis/) handed out a folder and a video actually with all those sort of 
things in it, so at that stage I was pretty well aware of everything that was going on." 
Three men also commented on the high quality of information received from 
the Cancer Council of Victoria. 
"I like the Cancer Council; ideal. . . the brochures that they sent me, I was given some 
by the specialist, but the brochures that they sent me, and the information that was 
given to me helped me a lot." 
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Table 29 
Sensitising Concepts and Text-based Categoriesfor Men Living with Cancer 
A. Satisfaction with psychosocial support rcccivcd 
I. I got a lot olwrilfen in/hrmation. 
2. He asslires me that I'm l'e/J' Ilicky to have him! 
3. We are not sitting at the end olthe world. 
4. It helped to have someone in the .\~\'stem. 
B. Dissatisfaction with psychosocial support 
I. Ijllst had to gofeeling my way along. 
2. YOll 've gotta go out (?/,!own. 
C. Participation in fonnal emotional supp0l1 and its benefits 
l. You've got to have some sort olback up. 
2. They stop you/i'om going around the bend 
D. Informal Support 
1. She bloomin' well sluck lip for me. 
2. Thefami~v - they stick like shillo a blanket! 
3. It soon travelled around a small/own. 
4. It's limes like thaI you/ind alit whether you've gOlfi-iends. 
5. Oh Joe Bloggs has had that ... I'll give him a ring. 
E. Men's Help Seeking 
1. I didn't Ihink I had the needfor them at the lime. 
2 . They don't wanl 10 lalk aboul iI, don't want 10 think about it. 
3. flo man gels sick he doesn't go lookingfor help. 
4. 11 's nol newsworthy. 
5. Be blowed being hooked up with someone who's had prostate 
cancer. 
F. Emotional impact of cancer 
I . They get pretty emotional ... which sort ~lsurprised me alfirst. 
2. The word cancerfi-ightens evelyone, il stillfi"ightens me. 
3. Sex was still in capital letters. 
G. Stoicism 
I . ..that sort olworried me a little bil. 
2. JlIst say, "Bugger that!" and keep going. 
3. You know I haven 'I been so lInlllcky. 
H. Independence and Agency 
I. We tried all sorts olthings. 
2. 1 glless that's just me, tlying 10 get some sort olcontrol. 
3. Where the hell did 1 pick ilup'! 
4. What comes aroZlnd goes aroZlnd. 
N = 9. The percentages refer to the percentage of men in the sample who referred to the category. 
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He Assures Me That I'm Very Lucky to Have Him! 
Of the nine men interviewed, eight were being treated by the same specialist. 
All but one were liberal in their praise of this specialist, and considered themselves 
fortunate to have his support. 
"He's a great guy. He can talk to the medical profession extremely well on medical 
things and come down to my level and talk to me." 
"He's got his ten minutes, but as you come in, and as you go out, if you showed any 
signs of anxiety, time wouldn't really wOITY him." 
We Are Not Sitting At the End ofthe World 
Despite living outside of a metropolitan area, 67% of the men indicated that 
their town or region was well serviced. 
"I think we're lucky with the facilities we've got, ah we're pretty close to Ballarat too, 
and that makes a difference." 
"No disadvantage by not being in Ballarat, I don't think." 
It Helped to Have Someone in the System 
Table 29 indicates that 67% of the men reported having a family member or 
friend in the health system. They indicated this person was invaluable in assisting 
them to navigate the system and access information. 
"Luckily my daughter works in the hospital system and she was able to access a lot of 
information about it for me". 
"But I'm very fortunate that the doctor friend, urn, I can ask him anything ... that 
sort of thing I think has probably built my confidence up a bit too, to help thc whole 
situation. " 
3.12.2. Dissati.~factiol1 with P.,ychosocial Support 
I Just Had to Go Feeling My Way Along 
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Although the majority of men expressed satisfaction with the support they 
were receiving, Table 29 shows that four of the nine men reported some 
dissatisfaction at having to find out about treatments and services themselves. 
"The nurses told me about different serviees in a round about sort of way, nothing 
direct like that, or co-ordinated." 
" .. but as for actual services; see what it appears to me to be here is you go along, you 
get diagnosed with prostate cancer and that's it, now if they can't operate they don't 
want to know you .. . you either suecumb or you survive." 
"I felt the advice given to me by the urologist was too brief, too hurried . . .. I sort of 
expected more." 
You've Gotta Go Out of Town 
Three men reported that there were not sufficient services (in general) in their 
area, and that the resulting need to travel was a burden. 
"That means I'll have to move to Ballarat for seven weeks. We'll be taking our 
campervan down there, and put it in a earavan park." 
"Y ou know I didn ' t go for a support group because it was too far to drive." 
"That's the biggest problem, transport." 
3.12.3. Participation in Formal Emotional Support and its Benefits 
You've Got to Have Some Sort of Back Up 
As shown in Table 29, 44% of the men indicated that some form of 
psychosocial support is required. Four men participated in and valued formal support 
services. Two men joined support groups, and two others utilised the Cancer Council 
of Victoria and the Prostate Foundation telephone helplines. 
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"To get peace of mind or to answer questions I used them a 101, the 1-800 number." 
"The Prostate Foundation, they were pretty well skilled too, they would put you 
straight. " 
They Stop You from Going Around the Bend 
Various benefits of participating in formal emotional support services were 
reported by the men. 
"Without them (telephone helpline.,·) you'd be pretty hyped up for a while, with these 
things you don't sleep." 
"It's people in a similar situation. Yes, I think we all benefit one another in some 
way." 
3.12.4. Informal Support 
Whereas less than half of the men interviewed reported using formal support 
services, the men frequently discussed the importance and nature of informal support, 
particularly in regard to support received by spouses, families, friends, communities 
and other men with prostate cancer. 
She Bloomin' Well Stuck Up for Me 
Without exception the men interviewed praised the care and support they 
received from their wives. The roles taken on by the wives included driving to 
appointments, aftercare following treatment, and emotional support with issues like 
incontinence and impotence. 
"Yes, yes, fantastic, I couldn't have done it without her, hope she doesn't go through 
it (laughs)." 
Psychosocial Support 95 
"You've got to have that female support, you've got to have it, it's gotta be a 
partnership. " 
"Obviously you discuss it with the wife; otherwise) could sec that you could become 
deprcssed very, very easily." 
"My wife's a tough old bag (laughs) she's been good, she's been good, if anything 
it's probably brought us a bit closer together." 
The Family - They Stick Like Shit to a Blanket 
As shown in Table 29, all men discussed informal support provided by family 
members. Without exception they praised their children for their support, with seven 
men specifically mentioning the invaluable support of their daughters. 
"When I was diagnosed my daughter took leave from her job, came home, she said 
you know I had her full support and everything ... which was nicc." 
") think you need that sort of back up, because if you haven't got your family you've 
gotta look somewhere else." 
It Soon Travelled Around a Small Town 
Table 29 shows that 89% of the sample of men discussed receiving informal 
support from the community. The majority of men who lived in a small town reported 
that support from their community was positive. 
") sit on the fi·ont veranda quite a bit on a nice day, and) do a bit of gardening when) 
can, but I know quite a lot of people, and they do visit and call." 
"The neighbours have been very suppoI1ive." 
Three men indicated that small town residents can be unsupportive. One man 
reported that people in his town were very judgmental about his choice to use 
alternative medicines: 
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"You see the way they look at you, you know ... It was the talk of the town." 
Another discussed the notion that small town residents feel entitled to know 
everybody's business: 
"In a country town the word gets round. Yeah you don't have to tell too many. I think 
if they get the right message it's probably a good thing, but if they haven't been told 
conectly, um, see there was a woman came in the shop not long after I got sick and 
argucd thc point with her (my wild that she'd becn told that I've only got two weeks 
to go all this SOli of thing, so you can imaginc how that went down." 
It's Times Like That You Find Out Whether You've Got Friends 
As shown in Table 29,67% of men talked of support from friends. Generally 
friends were referred to as valuable sources of support: 
"A few close friends were very supportive." 
However, it appeared from the interviews that friends were told selectively, and some 
friends were lost in the process. 
"Oh I only told close personal friends." 
"I lost some friends as a result, as they proved to be too embarrassed or uncertain 
about what to sayar do. They just sort of fell away really. They haven't returned, 
um, I don't regard that as a tragedy, I just understand that people are just very 
uncertain." 
Oh Joe Bloggs Has Had That .. .I'll Give Him a Ring 
During the interviews 67% of men, as shown in Table 29, discussed talking to 
other men with prostate cancer. These were not formal arrangements but appeared to 
be a result of living in a small community where infomlal networks operate. 
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"We were in the garden down by that side fence and this guy came one morning and 
he says, 'Excuse me, is your name .... ?' and] said 'Yes', and he said, 'Can] ask you 
a very personal question?' ] said 'Yes'. He said 'Have you got prostate cancer?' I 
said 'Yes', and he'd just been diagnosed." 
"A local man came into work, that didn't know me that well, but knew] had prostate 
caneer. We spoke for about half an hour about my experience, and at the end of the 
conversation he thanked me for talking to him about it." 
"I went and spoke to past people that had had the operation." 
3.12.5 Men's Help-Seeking 
It is clear that the majority of men utilised more informal than formal sources 
of support. On the issue of seeking help from formal services, the majority of men 
reported a general male reluctance to seek help and to discuss health issues. 
[ Didn't Think I had the Need for Them at the Time 
Five of the men reported that they did not seek further help or participate in 
formal services as they perceived they had no need for them. 
"Well, when I came home I wasn't too bad, and my wife looked after me so ] didn't 
need any other services at the time." 
"Because you're sailing into something you've never done before you tend to, you 
don't know any different, you just tend to get on with it and do it ... 1 guess if you 
went through an experience like that a number of times, then you'd have some idea 
of, well this is different to the last time and 1 needed more help, and I should have got 
more help this time because of last time, but not it's a one off and it's never happened 
before." 
"No 1 don't have to use them (services), and I'm not going to use them until I have 
to." 
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If a Man Gets Sick, He Doesn't Go Looking for Help. 
As shown in Table 29, all but one of the men spoke of men's reluctance to 
seek help when unwell, particularly when compared to women. 
"They (men) just need that push to, you know get them in the door." 
"Being a male in the eountry, there's a lot of truth in the widely held belief that males 
are slower than females to seek help." 
"I am a firm believer that women always are on top of things as far as health problems 
go, um, it's just in the breeding I think. Men in general are not 'eause I've worked 
with some pretty rough people in my time and I tell you what, there's some rough 
blokes over there, and um they wouldn't even know what a doctor was." 
They Don't Want to Talk About It, Don't Want to Think About It 
The men interviewed reported that the reluctance to seek help is related to 
men's unwillingness to discuss their illness and its associated problems. 
"To get people to talk about it, the average man, it's not like a lady, they shut 
themselves off." 
The men believed this reluctance to talk to be particularly true in relation to 
prostate cancer, which has implications for sexual functioning, and discussing this 
topic can cause embarrassment. 
"I've said to other males that I know who are in their 50s and 60s, you should have a 
PSA (Prostate Specific Antigen lest), they just look embarrassed." 
"Believe it or not guys are guys and things that interfere with the manhood aren't 
talked about apparently." 
"It's a bit hard to talk about that sort of thing (impotence) with your daughter too I 
might add." 
"Anything that is conceming their crown jewels they don't want to be touched, 
they're untouchable." 
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It's Not Newsworthy 
Five of the men believed that prostate cancer has a low profile, and men are 
therefore not comfortable talking about it, or seeking help for it. 
"Men's health issues, particularly to do with the prostate, are trivialised." 
"I'd like to see something done about the profile of men's health issues .. try and get 
people ready to discuss them, and listen, so I think this is a bit of a furphy that men 
won't talk about their health issues ... men's health issues deal with men's bits and a 
lot ofpeoplc feel really uncomfortable about it, because men's bits do what men's bits 
do, and if you're not talking about men's bits then your just talking about general 
health issues." 
Three men spoke oftheir annoyance at other's perceptions of the seriousness 
of prostate cancer. 
"Some of them, like the people I've quoted to you, don't think prostate cancer's as 
dangerous as other cancers, because they hear that many people die with it but not of 
it. " 
"The guys at work didn't appreciate the seriousness of my illness; they ·thought I was 
being a sook." 
"One of the things I've leamed as I've experienced prostate cancer is you meet people 
who say remarkable things to you, you know friends and family who say, 'oh well it's 
so slow moving that it doesn't matter', but of course it does matter." 
Be Blowed being Hooked Up with Someone Who's had Prostate Cancer 
Although men had indicated the value of communication with other prostate 
cancer patients, four men expressed reservations about this. 
"Some people all they want to do is sit there and whinge and moan about their 
problem and not talk about anybody else, so I tend to steer clear of that one." 
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"I didn't go to him and ask him what it was like because I didn't want to hear hon-or 
stories. " 
"There's a danger zone there that someone might go overboard and be giving advice 
that they shouldn't be. It would probably be better to come from a qualified person 
than from me . .. you know there's a danger there that I might be telling them too 
much." 
"I only told them halfthc story, I didn't rcally tcll thcm, I told thcm half truths, 
softencd thc blow. Somc ofthcm did the samc for mc I think a bit." 
3.12.6 Emotional Impact of Cancer 
They Get Pretty Emotional ... Which Sort of Surprised Me at First 
During discussions about the emotional impact of cancer, two men reported 
that when they talked to their mates about their cancer they did not discuss emotional 
Issues. 
"We talked about physical symptoms, treatments and what's going on with the 
disease." 
"Mainly procedural things I guess." 
Similarly, two men who attended a support group reported that initially discussion 
would centre on medical issues: 
"We talked about every time we go to the doctor, now what did the doctor say, oh 
well PSA is so and so." 
Both men indicated that this has changed and emotional issues are discussed more 
openly in the group: 
"Yeah] am comfortable talking about that sort of stuff now. ] used to be a bit 
embarrassed at first . .. the more you do it the easier it gets." 
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The Word Cancer Frightens Everyone, It Still Frightens Me 
Despite the indication that men are reluctant to discuss emotional issues, seven 
of the nine men, as shown in Table 29, freely discussed with the researcher the 
emotional impact that cancer had upon them personally. Most spoke of the shock of 
the diagnosis, the fear associated with cancer, and the periodic anxiety related to 
monthly or annual PSA tests. 
"I think we sat there for five minutes like stunned mullets, trying to get our heads 
around it." 
"I thought that is the end of the world, all I could see was everything was black 
around me and there wasn't a hole anywhere, where I could crawl through, I thought 
that was the end of the world." 
"You get a bit toey in the lead up to them (PSA tests}." 
Sex Was Still in Capital Letters 
A confronting issue for many of the men was impotence. Table 29 shows that 
five men spoke ofthe impact of changes in sexual functioning due to prostate cancer 
and its treatment, and how this affected them personally. 
"It takes away everything that comes with marriage and, um, a bit hard to describe it 
to you] guess, when you've had a great marriage, and all of a sudden when there is 
part and parcel of the marriage, which is sex, if it's all gone, there's a hell of a 
turnaround ... I think ... and just because I'm 67 doesn't mean to say that the lights 
don't light up I still think that the thoughts arc there but the body, the body's willing 
but can't achieve." 
"My wife and I we discussed this and we came to the conclusion that life is more 
important than just that (sex), and I can tell you it is hard, ] never thought that I could 
adjust to that." 
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"Just as losing a breast would be difficult because it is part of being a woman, so too 
is losing sexual function, that's part of being a man." 
3.12.7 Stoicism 
Although the majority of men interviewed discussed the emotional impact that 
cancer had on them, they gave the impression, through the language that they used, 
that they could cope on their own. It was common for the men to downplay the 
seriousness of their cancer, to claim that they had no emotional problems, and to 
imply that other people were worse off than they were. 
That Sort of Worried Me a Little Bit 
Eight of the nine men used language that lessened the seriousness of their 
cancer. They often spoke of it in the same manner as you might expect them to speak 
of a lesser ailment like a cold: 
"I got a touch of cancer in my spine." 
"You wonder where you pick it up." 
"They operated from undemeath the scrotum and that was a hassle for a while." 
Just Say, "Bugger That!" and Keep Going 
Six of the men were quite stoic in their attitude to their cancer. They expressed 
the importance of accepting the cancer and getting on with life. 
"I never dropped the bundle, I always thought positive, even though I was in a lot of 
pain at the time, I still didn't drop my bundle." 
"Oh yes you can't complain." 
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"I don't believe in stress, 1 believe you've just got to work with that and see if you can 
get on top of it ... it's just a copout to do that, and at the end of the day you, um, 
you're not helping yourself anyway, you're just pushing yourself into a comer." 
You Know I Haven't Been That Unlucky 
Table 29 shows that 44% of the men interviewed believed they were fortunate 
compared to other people. 
"I think it must be extremely difficult for other people." 
"I don't know how older people than me cope." 
"It would be fairly bad for a younger man than myself." 
3.12.8 Independence and Agency 
The majority of men spoke of taking action themselves to deal with the cancer, 
through self-help methods, or by merely acting to regain some control. The men 
discussed the importance of helping not only themselves but of helping other men. 
We Tried All Sorts of Things 
As shown in Table 29, 78% of the men discussed being proactive in dealing 
with their cancer by trying different things. Some used self-help techniques like 
meditation or visualisation; others used alternative medicines, exercise or dietary 
changes. 
"You know, get a hobby, or get interested in something; gardening, exercising, 
walking, yeah, set targets for yourself." 
"Try to keep yourself as fit and healthy as you can." 
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I Guess That's Just Me Trying to Get Some Sort of Control 
Men reported that taking an active role in dealing with the cancer was 
important in regaining a sense of control. They expressed a frustration at not having 
any control over the cancer, its progression and side effects, and spoke of the need to 
take some sort of action. 
"I've been told I'm a control freak (laughs) and this is something I can't control, I can't 
do anything to control it." 
"1 was going to potter around and do bits and pieces you've gotta do something." 
"You've been told you've got a cancer, something has to be done about it and all you 
know is that you want to get it done, you want it over." 
"I had to do something, so 1 researched it." 
Where the Hell Did I Pick it Up? 
With this sense of control appeared to be an associated sense of personal 
responsibility. Six of the men spoke of their cancer as a personal battle for which they 
were accountable. They spoke as though the onus was on them personally to get rid of 
the cancer, and that if their prognosis worsened it was because they had done 
something wrong. 
"If 1 got rid of the cancer ... " 
"After all this stuff; operation, radiotherapy I haven't got rid of it, it's still there." 
"I don't blame the doctor for that, 1 don't blame the system for that, 1 just wished in 
the first place I had got to it earlier." 
"I believe I've done all the right things, all the things 1 could do, but I'm still caught up 
in the bind." 
"1 did all those things and thought I'm beating it." 
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What Comes Around Goes Around 
In taking an active role in dealing with the cancer, 67% of the men, as shown 
in Table 29, discussed the importance of helping other men. Many of the men had 
become advocates for prostate cancer, informally or through formal means like 
support groups and working with cancer help lines. They talked about the importance 
of reciprocity and not wishing to see other men go through what they did. 
"It gives you some sense of satisfaction that you've got something out of it all .... 
it's amazing the anxiety that you can quieten down in people." 
"It's nice to be able to help someone else out, because you understand where they're 
coming from." 
"J'm giving a bit back to those who arc in the early stages of it now, I received it from 
someone else ... I appreciate what was given to me by other people and I'm only to 
happy to spend time with other people who are in the same boat." 
"When it (death) comes it comes, I accept that now, and as long as I can talk and help 
many others, now that's all right." 
3.13 SlimmOlY oISensitising Concepts/or Men Living with Cancer 
The majority of the nine men interviewed for the current study expressed 
satisfaction with the level of psychosocial support received, due to the amount and 
quality of information they received; the support of their treating urologist; the 
services available to them locally; and the assistance of a friend or relative working in 
the health system. A small number of men indicated some dissatisfaction at the level 
of support due to the need to travel to access services and having to find out 
information on their own. 
Four of the men had used a fomlal support service and were high in their 
praise of such services. However, the majority of men reported relying on informal 
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sources of support, making particular note of the valuable support of their wives and 
adult daughters. Although a small number of men made reference to negative aspects 
of living in a small town, and the potential hazards of making contact with other 
cancer patients, the majority of men reported satisfaction with community support and 
noted the value of the support offered by other cancer patients. 
The majority of men spoke of the emotional impact of cancer and the 
particular challenges involved in dealing with the effects prostate cancer and its 
treatment had on sexual and urinary function. The men also made reference to a 
general reluctance of males to discuss their emotional and health concems, and they 
attributed this reluctance to toughness, embarrassment, the trivialisation of men's 
health issues, and the low profile of prostate cancer. 
The language used by the men interviewed indicated stoicism. The men played 
down the seriousness of their illness and made reference to their ability to cope on 
their own. Many of the men displayed independence and agency, reporting the need to 
regain control through action, or through becoming advocates for prostate cancer. 
3.14 Sensitising Conceptsfor Health Professionals 
Table 30 shows the themes that emerged from analysing the interview data 
from the three health professionals. The table shows the way in which text-driven 
categories are clustered into sensitising concepts. The sensitising concepts are 
presented here as subsection headings and the text-driven categories as paragraph 
headings. 
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Table 30 
Sensitising Concepts and Text-based Categories/or Health Professionals 
A. Emotional impact of cancer 
I. It's the OI'erwhelming-ness (~lit. 2 
2. I guess that prostate cancer is not just maleness hut 111ale sexuality. 2 
B. Detennining who needs support 
I. It suits.f(n" some and doesn't suitfor others. 2 
2. I'm always lefi with some uncertainty. 2 
3. People are heing missed. I 
4. I think it's the timing o(things. 2 
C. Providing psychosocial support 
I. The sense olrcassurancc is vaillahle. 2 
2. I encourage people to ring, you know people have this need. 3 
3. We don't talk in euphemisms. 2 
4. We help to navigate. 2 
D. Availability oHormal services 
I. Vel)J good workers doing their hest to meet the need with velyf"ew 3 
resources. 
2. It 'sjust making people aware olit. 2 
3. You have a hardjob getting people to link into them. 1 
4. Transport is a big issue. 2 
E. Referring on to other services 
1. I would hope that the surgeon would make a referral. 2 
2. What I'd like to see... 3 
F. Support Groups 
I. Jt gives them the ability to share their own experience. 2 
2. You have to have that mix olpeople. 2 
3. People can get misinformation at support groups. 2 
G. Men's Help Seeking 
I. There is still a stigma attached. 2 
2. That sense of 'J should be coping '. 3 
3. A show olweakness. 3 
4. Dealing with the blokes. 2 
5. What's the point of talking about it? 3 
6. YOll 've gotta plllg away with the men. 2 
H. Informal Support 
I . The hlokes rely velT heavi~v on their partner. 3 
2. Support comesfi"om theirfami~l'. 2 
3. They share i1?/ormation and talk to each other. 3 
4. Thank Codfhr the i'?lormal community support. 2 
5. We don't want evelTone in town to know our husiness. 2 
N = 3. The numbers refer to the number of interviewees in the sample who referred to the category. 
3.14.1. EI7101 iona/ impact (?l Cancer 
It's the Overwhelming-ness of It 
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All health professionals spoke of the emotional impact of cancer, and the types 
of psychosocial issues individuals deal with. 
"You know people are quite fearful and anxious about the treatment." 
"The disruption to families with travelling, and long periods away ... it's extremely 
stressful. " 
"Lots of people arc of course won-ied about their families and how they arc coping." 
"You're devastated and you're grieving and the mat's just pulled right out from under 
you. " 
I Guess Prostate Cancer is Not Just Maleness but Male Sexuality 
Two of the health professionals spoke of psychosocial issues specifically 
related to prostate cancer. 
"If it is an issue then it's mostly a psychological issue, you know it's a disease for 
which in many people it has no physical manifestations and really they're dealing with 
the worry of it." 
A particular challenge reported for men was dealing with incontinence and 
impotence, and issues associated with these physical side effects of treatment for 
prostate cancer. 
"There arc issues relating to dignity and loss of sexuality and self esteem." 
"The incontinence and the impotence for some of them, it becomes a haunting, 
lingering issue that they just can't beat." 
"I think that the strain is more on the fellows probably twelve months post op as far as 
the potency goes, you know they're like, 'It won't matter', but usually end up finding 
it does down the track, but the women don't seem to be phased by it a lot of the time, 
but the blokes arc won-ied for the women." 
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"While at the time that they're confronting a cancer diagnosis the erection problem 
seems to be insignificant compared to the issue of survival, it very often becomes an 
issue (i to 12 months after treatment when they realise in a deeper sense that they are 
going to be around for a while ... they'rc cured of their cancer and from a physical 
health point of view they've done well but you just know that they're JUS! having 
trouble coming to terms with it." 
"I guess they're ambivalent about what's right and what's not right, what's appropriate, 
what's not appropriate, you have expectations of partners you know, it's a complex 
issue, but just how big an issue it is I'm just not really sure, 1 think that eventually 
men come to terms with it." 
3.14.2. Determining Who Needs Psychosocial SlIpport 
There was a general consensus among the health professionals that the need 
for psychosocial support varies from individual to individual. It was reported that 
people differ in the amount and type of support they need, and that it can often be 
difficult determining the level of support an individual requires . It was also noted that 
there are certain times during an individual's cancer illness where they might require 
more support than at other times. 
It Suits for Some and it Doesn't Suit for Others. 
"With my client load that comes through with canccr, 1 would say that a third would 
say 'Don't need ya, don't want ya, I'm fine thanks', and they arc. The middle will say 
'Thank you for telling me about that, 1 know you'rc there, I might need you for a little 
bit ofstutT, this, that and the other, I'll call you when 1 need you', and then the other 
third arc the heavy duty, you know who need a lot of supp0l1, a lot of education and 
encouragement. " 
Psychosocial Support I 10 
It was reported that there are some people who manage well with no formal 
psychosocial support, who have a sense of agency, and are proactive in dealing with 
their illness: 
") think that the people that don't go (to a support group) quite likely don't need to 
go." 
"The majority of peop\c are competent, very high functioning, very skilled ... and 
generally they will go on and manage their treatment really well, and the family 
manages really well, they have great strengths and are tightly bonded, and they have 
their treatment and they go." 
"They have their own ways of getting things done, or they know somebody, or they 
already have a knowledge base, you know they're professionals like you or I, they 
know how to work the system." 
"The people who are really keen will actuaIly endeavour to find out, or know where 
they can go." 
There are, according to one health professional, other individuals however, 
who do not manage as well and require that extra support: 
"Some people, and these are the sharp end, they are living very isolated lives, and you 
can't talk them into anything, and you try and try and try, and you wait for a 
crisis . . . and begrudgingly they'll accept help, and once they get it they usually say it's 
worked really well, and they are accepting of it." 
I'm Always Left with Some Uncertainty 
Although there are people who reportedly need minimal psychosocial support, 
one health professional spoke of his uncertainty regarding how to detennine whether 
individuals are receiving all the support they need, as he relies on his patients to 
accurately describe, within a limited timeframe, their existing sources of support. 
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"So I guess I have to rely on my own ability to perceive when people are in trouble, 
and my biggest question is how much time do you spend talking to people." 
"Most people's support comeS from their family and I think the quality and quantity of 
that support is outside of my control." 
"Those people who don't have those supports, look I'm not really sure of how much 
extra they need, as a doctor I can say that people often behave well for the doctor and 
protect us from bad news, so its easy to assume that if people say that they are well 
supported and their day to day life is running along and they're coping I tend to 
bcJieve it, but I don't know it may be a front." 
"As they leave the room I'm always left with some ul1celtainty, not so much as how 
they're feeling but how they're going to respond to that, and where they're going to, 
who they'll be talking to, if anybody." 
People are Being Missed 
Health professionals reported that a further explanation for unmet support 
needs was related to an individual's place of treatment. More frequent treatment as an 
outpatient in the hospital system, and travel to metropolitan areas for treatment has 
reportedly resulted in people being lost to the system, and consequently not being 
linked into supports they may require. 
"Now that we have shorter stays in hospital a lot of diagnoses are made as outpatients, 
and people are being missed in that system." 
"I have real concerns for people who for privacy reasons or some other reasons might 
want to go to Melbourne for treatment, and off you go, you get treated down there, 
and you come back here and it's like a big abyss." 
" ... nobody knows they've gone, and it's not only because the city don't know what's 
out there themselves, and they don't think to make the link, but they don't have the 
time." 
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"I think they fall through the cracks more if they have treatment away." 
I Think it's the Timing of Things 
The issue of when to give support was discussed. It was reported that an 
individual's need for extra support can vary across time, and it was a challenge to 
ensure that support is available to the person at the time that it is required. 
"You can't predict when someone's going to need that extra bit of help." 
"It may seem like I'm doing a reasonable job when I'm talking to them but \ don't 
know what issues and concems arise in the meantime that I'm not able to address." 
"\ think a lot of it is that people are given a lot of information at times and it's not 
necessarily when they're ready for it, but when it suits the professionals to be giving 
it, so it's a matter of how much they take on and take in when they're given it, so I 
think the timing, where it's not necessarily client driven but service driven, is often a 
bit of a catch." 
3.14.3. Providing P!lychosocial Support 
The health professionals discussed their respective roles in providing 
psychosocial support for their clients/patients. They spoke of the importance 
ascertaining an individual's existing level of support. 
"I think I always try to establish just what sort of supports they have themselves." 
Also discussed was the importance of being realistic in offering reassurance 
and moral support, of having someone to talk to, and of providing accurate 
information and assistance in working through that information. 
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The Sense of Reassurance is Valuable 
"I do a good deal of reassurance myself. You know a large part of the breaking bad 
ncws consultation is to do with reassurance in regard to the nature of the illness that 
they've got the availability of good quality treatment." 
"So there's a lot of moral support, but it's realistie support." 
"Once you can get some hope instilled in someone, you can see them take some active 
role in the management of their care, and they're feeling so much more empowered 
and that just opens a door." 
I Encourage People to Ring Me; You Know, People Have this Need 
"1 think it's an essential part of the process of overcoming the grief and overcoming 
the uncertainty and the loss of control and getting themselves back on track, you 
know I think talking to somebody about it is the important part ... " 
"We find that talking is therapeutic." 
'" see it all the time, to have someone to talk to is in itself of value, whether it's the 
dog, or the equivalent of the dog." 
"I would just encourage them just as a general principle that having someone that you 
can talk to and get things off your chest is a good thing. Now just to whom they resort 
when that happens I'm not sure, it might be the GP, it might be, I don't know .. " 
We Don't Talk in Euphemisms 
"Sut I think it's really important that people get accurate realistic information. Now if 
that accurate and realistic information is bad news as it sometimes is, then as long as 
it is communicated clearly, and people have realistic expectations, and know that even 
though their lifc may not be long that we are here for them to treat the problems that 
arise, and as , say, soften the landing." 
"I think too you've gotta watch out that what they're picking up is cun-ent accurate 
information." 
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We Help to Navigate 
Two of the health professionals spoke of patients requiring assistance to work 
through infomlation. They reported that the amount of new information about 
diagnoses and services was often overwhelming for people who are newly diagnosed 
with cancer. 
"So then you might help them through the maze again, and you might have contact 
with the doctor to see which way to go." 
"~I guess that's a lot of our job is to help sift through and then present it (information)." 
"You get very different messages eoming out of those two (cancer) organisations ... 
so you try to walk down the line between them, and make sense of the information." 
3.14.4. Availability ~fFormal Services 
Very Good Workers Doing their Best to Meet the Need with Very Few Resources 
The general perception was that there were quality support services in the 
regIon: 
"We (Community Health Centre) can offer really good comprehensive stuff." 
"It is a very skilled unit at Ballarat Health Serviccs." 
However, it was indicated by all health professionals interviewed that there 
was a shortage of these services. 
"There's not enough of it (support) because they'rc stretched to the max." 
'" mean it's minimalist at best, and that's not for lack of effort, that's just lack of 
resources. You know you could double our services and they would be sucked up just 
like that." 
'" think we're vcry good at doing more with \css, and' think the less necds to becomc 
marc." 
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"Palliative care teams, although they're a little bit thin on the ground, you know 
they're very, very good, the nursing staff and medical staff involved seem to do the job well." 
"I guess it's difficult to say how important the support] provide is because my time is 
rationed fairly scarcely." 
"Or the GPs will ring us, because they arc often struggling, pm1icularly with the 
counselling, you know we don't have enough in our community, especially nOll-cost 
non-fcc counselling, people have other prioritics, they've got to feed themselves pay 
their bills, so if we could get more of that to supp0l1 the work of the community 
health centres who arc already doing a great job, that would be fantastic." 
It's Just Making People Aware oflt 
Two of the health professionals reported that while services exist, albeit in a 
limited way, many people are not aware that these services are available to them. 
"You have no idea what's out there until you need it." 
"We get lots of calls within the department from people who do not know where to 
go." 
"] think out there in the community people really don't know where to start looking, 
and 1 know there's some terrific stuff out there ... but the point is you have to know 
that it's there ... it's no good having a resource there without someone saying, 'Hey, 
here's a resource'." 
"Some people arc more proactive, but they're still not necessarily more aware of the 
services or of their rights." 
You Have a Hard Job Getting People to Link into Them 
The difficulty in accessing psychosocial support, particularly instrumental 
support such as financial assistance for time otT work due to illness or for travel 
expenses, was noted by two of the health professionals. They indicated that even if an 
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individual is aware of a service, accessing support frolll that service is not necessarily 
straightforward. Furthemlore it was reported that many individuals with cancer do not 
pursue services if they perceive that it would require too much effort. 
"Unfortunately there have been proeedures that have been quite obstructive." 
"You know there's the sense that I'm taking money that I shouldn't have and they're 
going to fight me for it every step of the way." 
"Oh they've got lots of co-morbidities and this is like just another thing." 
"The govemment has this one bit of funding, but you've gotta be this, and this, and 
this, and this, and in the end the patient and their family just go 'Oh stuff it it's not 
worth it!'." 
"I think that if you did have a good link going that the demand would be a lot higher 
and therefore you would need more serviees, so it probably suits everyone not to do it 
(laughs) vietims of your own success you call it!" 
Transport is a Big Issue 
Two of the health professionals noted the extra stress related to travelling from 
rural areas for cancer treatment. Issues faced include the costs of travel, meeting the 
criteria for the transport assistance scheme, and finding accommodation away from 
home. 
"Sometimes in the rural situation, the cost of transport is an issue, as well as the 
availability oftransp0I1." 
"Lots of our rural families travel long distances." 
"It's really difficult because people are entitled to go wherever they want to go ... you 
know it's a lot easier for people iffamily can be accommodated down there, you know 
if it saves an hours drive." 
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"I think the financial implications are just huge sometimes, especially if people go 
down to Ballarat for extended periods of time, you know finding accommodation 
down therc, and loss of incomc." 
Two health professionals spoke of the inadequacy ofthe Victorian Patient 
Transport Assistance Scheme (VPT AS) through which cancer patients can be 
reimbursed for travel related to treatment. The criterion for reimbursement is that the 
patient lives 100 kilometres or more from their place of treatment. 
"It's (the patient transport assistance scheme) not an adequate recompense for the 
travel that's involved in the care . . . VPT AS has just changed their rate from 14 to 18 
cents a kilometre, but we really wanted them to change to 50 kilometres, you know 50 
kilometres is not too great." 
"In fact Ararat is about 98 ks for treatment in Ballarat, as far as the VPT AS transport 
assistance scheme, which is 100 ks, so that is a real buming issue for a lot of people." 
3.14.5. Referring on to Other Formal Services 
I Would Hope That the Surgeon Would Make a Referral 
A desire was expressed by one of the health professionals for medical 
specialists to make more referrals to other support services. 
"I think it's only when it gets to the stage where it's, where the person is struggling 
and having real difficulties, and they become an increasing demand on their (the 
specialists') time then they consider a referral, rather than something that's offered to 
everybody. " 
The one specialist interviewed acknowledged that some patients may need 
further support to deal with psychosocial issues. 
"I guess there arc opportunities for psychosocial counselling at various stages along 
the way, depending on who they interact with including me." 
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"If someone says nobody (to talk to) or I'm single, you know I don't necessarily have 
a solution to that problem." 
The specialist reported calling in other means of support for patients, for 
example, organising contact with another patient undergoing the same mode of cancer 
treatment. 
"There have been occasions where we've set that up, if somebody is wondering about 
a treatment and I have, with people's permission of course, have put them onto 
somebody. " 
However, for other psychosocial support services such as telephone counselling and 
peer support, direct recommendations were generally not made. 
"I acknowledge the existence of those things (telephone help lines). I havc to say that 
I don't think I make any sort of direct suggestions about you know using them." 
"I'm sort of happy to have them (brochures advertising support groups) sitting in the 
waiting room, but I don't see a way offiuing it into my consultation you know, I just 
don't think that's the right way of doing it, 1 think it's got to come from the support 
group not from me." 
What I'd Like to See 
All health professionals reported that they saw a need for further psychosocial 
support services to complement the support they provide for their patients/clients. 
Specifically, extra support recommended was in the foml of prostate care nurses, day 
centres, and automatic referral from specialists to a health support worker. 
Prostate Care Nurse 
"The most specific and practical thing that I have thought might be really useful 
would be what might be called a prostate care nurse .. . These arc people who play 
variolls roles in this sort of non-directive medical care of men with prostate cancer. . 
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.. someone who is able to muster the various different support services around which 
would include local psychological support scrviccs ... but I think having those sort of 
people who ring me at the drop of a hat, and who I would ring at the drop of a hat, 
please go and see such and such and for me to be able to do that confidently without 
knowing just what serviccs would be offered but trusting this person that they would 
be able to choose the right thing, I think that would be really helpful." 
Automatic Referral to a Health Worker 
"I'd like to see when someone is diagnosed they're linked into someone, given a name 
and number; 'This is someone you can contact', you know they mightn't want to do it 
then, they might want to do it in two weeks time, they've got to be able to do it when 
it suits them .. .1 think that's integral to them touching base and making connections 
first up and then, because if you manage to forge good links early, as issues arise for 
people they touch base themselves ... they know them already and when it comes to 
the crunch they already know the person, and I think it does make a difference if 
they've had that initial contact, I mean it's such a frightening time so I think that's 
really important.." 
"I would think it would be a health worker for a start, and see what they need, it might 
be that they need peer support, and then you could refer them that way, or it might be 
where are they going to be accommodated while they have their treatment or 
whatever. " 
"But I think the referral system is what I'd like to sec, and if it becomes this is the 
norm and this is what happens a lot more blokes will engage, rather than having to be 
the ones to reaeh out for stuff." 
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Day Centres 
"Time out (for patients and carers) is a really important thing." 
"Day centres are designed, they are open from 10 till 3, people come, have morning 
tea, lunch and afternoon tea, get transport in and transport home, so the carer can 
have, they can go to work, they can have the whole day, some people come in just for 
one day, two days, usually three days is the max, because that's enough for most 
people, they have music therapy, art thcrapy, psychotherapy, massage, just talking, 
physio, occupational therapy, daily living skills .. " 
3.14.6. Support Groups 
It Gives Them the Ability to Share Their Own Experience 
Two of the health professionals interviewed had experience with cancer 
support groups: one as a facilitator, the other as an occasional presenter. Both were of 
the opinion that there were tangible benefits associated with being involved in a 
support group. 
"In general I think they're probably a good thing ... the support aspect is good, for a 
man who felt isolated and alone and who is the sole victim of this scourge, who enters 
a room and sees people who are fit and well looking, who arc laughing and pretty 
well who all have the same disease. I think that's really good, it's supportive, it 
normalises their experience, it gives them the ability to share their own experience, 
hear what others have to say, and feel that there might be a next year and the year 
after. " 
"They're very aware and they talk very much about how devastated they were to be 
told they had cancer. They're very realistic about that you know .... and they're very 
into you know quality oflife issues." 
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You Have to Have that Mix of People 
Although the health professionals involved in support groups could see the 
benefits of attending such groups, they also reported that support groups could have 
some limitations, particularly in regard to their reliance on individuals to maintain the 
groups, and problems maintaining the groups in regions with small populations. 
"They're patient initiated ... you know there has to be the right people to do it. It 
usually requires that you have a really good leader, or a core group of people who are 
strong believers in the concept of having a group." 
"The type of population size whieh justifies a group, where the usual attendance at a 
meeting is no more than you know 10 or 15, you can't guarantee that there will be the 
right sort of person to earry it forward." 
'There have been lots of new contacts who come in for a period of time that's suits 
them, they might be seeking information and resources ... but they won't come 
regularly." 
People Can Get Misinformation at Support Groups 
Another limitation reported by the health professionals was the potential for 
men to become confused by the advice proffered at the support groups. 
"For the first, probably two years we had arguments just about every week about 
treatment options, because with prostate caneer it's very much what suits the person, 
where with breast cancer it's more well that's what the doctor says you have, here 
they're making very personal judgements on what's right for them, and there would 
just be arguments like you would not believe ... now we've come along way .. .It took 
a long time to get there, but now it's wonderful the way that they've grown through 
that. So I think the surgeons were probably a bit frustrated with the group at one 
stage. " 
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"The details, the anecdotes, the different experiences that people have I think can lead 
to problems." 
3.14.7. Men's Help-Seeking 
There is Still a Stigma Attached 
Speaking in a general sense about why people may be reluctant to participate 
in support, two of the health professionals expressed the belief that there is still a 
stigma attached to seeking help, especially for emotional problems. 
" .. that sense of what is wrong with me, to have to need to speak to a social worker?" 
"I would say there is still a stigma attached with it, and I think people only really 
approach looking for facts and figures and services that arc available, and I think that 
sometimes the emotional wellbeing comes secondary to it, they don't necessarily see it 
as a factor." 
That Sense of 'I Should be Coping' 
A general perception reported by the health professionals was that people 
believe they should be able to manage on their own, and not seek extra support even if 
they need it. 
"People arc very proud, generally people have had work, they've run businesses, or 
they're working mothers, or mothers and parents, so they've been working and looking 
after their families, and they just really feel a sense of loss of dignity to have to go 
(and seck help)." 
"There's perhaps a bit more of a barrier of, as I said, 'I'm meant to be coping and I 
shouldn't be needing those services, or if! need to know I will find another way of 
finding out'." 
"We're less of a community, or we believe there's less of a community, and we don't 
want to be a bother, we're supposed to manage." 
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A Show of Weakness 
Further to this notion of"\ should be coping" was the impression given by 
patients/clients that to ask for help was a sign of weakness. 
"There's all this help out there, but 'What docs that say about me, you know I'm not 
strong enough to get through this on my own'." 
"A lot of them just think that they should just be able to tough it out and do it, that's 
very much the go." 
"Maybe a concession of an unmet need is a show of weakness." 
Dealing with the Blokes 
The reluctance to seek help due to the belief that "I should be able to cope on 
my own" was noted particularly in the case of men. 
"Some of it could be pig-headedness you know, it could be a false belief that they can 
cope when they can't, ] guess particularly for those people who have always been in 
charge it's difficult to put themselves in a position when they're no longer in charge, 
and to take instructions would be difficult." 
'''It's my life, I'm in charge, I'll control that infonnation and I will use the services J 
want to'." 
"Presumably it (failing to seek help) would not be for rational reasons, it would be out 
of embarrassment, loss of control, it might be, some old fellows live in a degree of 
squalor that you would be surprised at.. .and look, I guess, denial." 
What's the Point of Talking About It? 
All health professionals, although reluctant to stereotype, expressed the belief 
that men generally were less likely to talk about their needs, particularly emotional 
needs. 
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"Without stereotyping too far I guess with men it might be a little bit more difficult to 
know what they need, they may not be as good at expressing, or not maybe as good, 
but hesitant to express what their needs arc." 
"I would be fairly confident in saying that men arc probably not expressing their real 
concerns ... I get the feeling that the men don't talk about it even though they want 
to." 
"So with the blokes, if they answer the phone I would talk to them, and it might be 
about farming, I talk to them about the mundane, but they know why I'm there." 
"We talk about practical stuff rather than the emotional stuff, and then what happens I 
generally find they will start giving me that." 
"I think the blokes just don't get it, they don't get it, once they tell you their war 
stories they think that's it." 
"But a lot of men will say, 'What's the point of talking about it, you can't fix it'." 
"Look a lot of guys, once they get to know you are the same as women, they do like 
to talk, but they've got to feel safe, they've got to feci that you're not judging them, 
that they're weak because they get emotional." 
It was noted by one health professional that some men are reluctant to discuss 
their needs, or their illness, even with their families. 
"There are a few people who don't tell their families at all (of their diagnosis)." 
"Very often men will not pass on to partners or family what's going on, and I think 
that one of the common reasons that the spouse or the partner or the offspring come 
along (to a consultation) is to get it straight from the horse's mouth." 
"They (family members) often come in for that (clarification) and sometimes it's 
beautifully dressed up as 'Dad doesn't hear everything', but you know what it means -
'Dad doesn't say anything!'" 
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You've Gotta Plug Away with the Men 
Two health professionals highlighted the differences in working with men in 
tem1S of offering support compared to working with women. 
"You know 1 make a joke, especially with the guys you know ... humour is an 
amazing thing. He'll say 'Oh it looks like I'm going to kick the bucket,' and it's true 
but it's a language that allows people to soften the blow, but they want a response." 
"Men arc a bit more reluctant, yes a bit more reluctant, some of the women come in 
and arc just ready to go 'Aaaaaarrgghhh, have 1 had a week!' The blokes tend to 
balance it with humour more." 
"You've gotta plug away with the men, the men need the time." 
"Even if they (men) knoek us baek you've got to keep trying." 
3.14.8. Informal Support 
All health professionals noted the importance of informal support and 
indicated that the majority of individuals rely on informal sources of support at some 
stage during their cancer illness. Informal sources of support most often included the 
individual's partner, family, community, and other cancer patients. 
"I would say that a reasonably small minority ofpeoplc that 1 would think would be 
absolutely high and dry insofar as that initial support, you know someone to talk to." 
The Blokes Rely Very Heavily on Their Partner 
"By and large men come in for the discussion after the biopsy with their partners, so if 
someone comes in without their partner 1 would usually make some sort of enquiry 
like who's at home, who are you going to talk to about this." 
"I think the blokes rely very heavily on their partner, very heavily." 
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Support Comes From Their Family 
"I think it's an advantage for all men to have daughters, because very often that's the 
sort of support that's offered." 
"The family manages really well; they have great strengths and are tightly bonded." 
"Most people's supp0l1 comes from their family." 
They Share Information and Talk to Each Other 
In regard to informal support received from other cancer patients, one ofthe 
health professionals spoke of a regional cafe that had become an infonllal meeting 
place for men with prostate cancer: 
") know numerous people who have said they've been in touch with such and such, 
and I know that this is at the meeting place. Look there may be others, but that is one 
that) do know of, although I don't know how prominent it is, I hear about it enough to 
know that there is some infonnal networking happening there." 
Other health professionals noted that relationships were formed between 
patients while they were receiving their treatment, and that these relationships can be a 
valuable source of support. 
"It's the patients who talk to each other, and that's a big strength, and there are a lot of 
friendships, relationships happen ." 
"They will pick each others brains and they will tell each other what's out there." 
"Knowing another person who's either been through thatjoumey or are going through 
thatjoumey, and they share information and talk to each other." 
'''This person (other cancer patient) is seeing a social worker, so I'm not that odd. '" 
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Thank God for the Infonnal Community Support 
Two of the health professionals acknowledged the importance of support from 
an individual's community, and spoke specifically of support in rural communities. 
"You know it was a very social occasion to be in hospital, and especially if you're out 
on an isolated farm, you know if you managed to be in on a Thursday when everyone 
came into town then you were in business weren't you?" 
"Yeah, and thank God for the informal community support, fundraising through the 
schools and things like that." 
"Country people generally look after each other quite well. The communities are very 
supportive, and we get lots of people who bring a family member down, a friend 
down, you know travel with them, provide meals." 
We Don't Want Everyone in Town to Know our Business 
Although community involvement was generally acknowledged as positive, 
one health professional reported that it can be a problem for people who may wish to 
maintain confidentiality and privacy during their illness, and this can be reportedly 
difficult in a small town. 
"I don't think there's any privacy, you know you go to an appointment and you're seen 
in the waiting room." 
"People fecI like everybody has the right, I mean they are quite open and are quite 
happy for people to know everything about them, but they then feel they have the 
right to know everything about everybody else, and really don't understand and 
respect that pri vacy." 
"You know 'We're very private people, we'll do it our way, we might seek our 
treatment outside the town, you know we don't want everyone in town to know our 
bus iness' ." 
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3.15 SlImmlllJ' o/Sensitising Concepts a/Health Professionals 
Health professionals interviewed acknowledged the emotional impact of 
cancer, and recognised the need for psychosocial support, but indicated that not all 
individuals with cancer are in need of formal psychosocial support services. They 
reported the difficulty in determining who needs support due to patients not 
expressing their real needs, and the possibility of exclusion from the local system 
when treated in other locations. 
The health professionals made reference to their roles in offering support, 
which included providing accurate and realistic information, reassurance and moral 
support, and assistance with navigating through the health system. Reference was 
made by all health professionals to the scarcity of resources and services offering 
formal emotional support, and that patients are often not aware of the services that are 
available to them. All health professionals had particular recommendations to improve 
the provision of psychosocial support, including a prostate care nurse, early and direct 
referrals from cancer specialists, and a cancer day centre. 
The benefits of formal support services were acknowledged by the health 
professionals, particularly in regard to support groups, although limitations were also 
highlighted. Formal support services were reportedly not utilised well due to men's 
help seeking behaviour. Without wishing to stereotype, all health professionals 
referred to men's general reluctance to discuss concerns and to seek professional help 
due to notions of stoicism and independence. The health professionals noted that 
instead men relied heavily on informal sources of support, particularly their families. 
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Discussion 
Cancer is a major disease in Australia, with one in three men being directly 
affected in the first 75 years of their life. For cancer patients, rates of participation in 
fom1al psychosocial support services to assist in dealing with the impact of cancer are 
generally low, despite the documented benefits of utilising such services. In rural and 
regional areas participation in support services may be affected by factors such as 
geographic isolation, poor transport links, shortage of healthcare providers, and more 
difficult access to healthcare. The current study investigated formal and informal 
psychosocial support use among a sample of men with cancer living in rural and 
regional areas of Australia, and examined how participation in support is related to 
psychological, physical and social wellbeing. 
4.1 Aim 1. Participants' P~Tchological and Physical Wellbeing and Social Support 
The first aim of the study was to examine the psychological, physical and 
social wellbeing of men with cancer in rural and regional areas. Based on previous 
research into the rate of psychological distress among cancer patients (Grabsh et aI., 
2006; Moorey et aI., 1994; Zabora et aI., 1997; Zabora et aI., 200 I) it was 
hypothesised that approximately one-third of the men would be experiencing 
significantly elevated levels of emotional distress. The results of the current study 
supported this hypothesis. Approximately 36% of men in the sample met the Brief 
Symptom Inventory definition of caseness, indicating they were experiencing 
significant psychological distress, and were probable cases of a diagnosable 
psychiatric disorder. This result is consistent with a study by Balderson and Towell 
(2003) into the predictors and prevalence of psychological distress among men with 
prostate cancer, which reported a 38% prevalence rate of distress. Similarly, in a large 
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study involving a database of 9,000 patients, which investigated the prevalence of 
distress by cancer site, Zabora et al. (200 I ) found that 30.5% of prostate cancer 
patients were positive cases, as measured by the Brief Symptom Inventory. 
Although Derogatis et al. (1983) in their study of psychological distress among 
cancer patients concluded that nearly 90% of psychological disorders observed were 
reactions to or manifestations of the disease or its treatment, Zabora et al. (200 I) 
proposed that the consistent rate of psychological distress might be either a by-product 
of suffering from a chronic physiological condition, or the 30% rate may simply apply 
to the general population. If the latter is true, then individual patients may simply 
bring their psychosocial pathologies with them into medical settings. Given this 
contention, a limitation of this current study was that the methodology did not allow 
measurement of psychological distress which may have pre-dated a diagnosis of 
cancer. 
Despite the majority of men having a diagnosis of cancer for over two years, 
the level of distress measured in the current study was related to symptoms . 
experienced in the past week. Although it was not possible to ascertain from the 
current data whether distress had increased, decreased or remained at the same level 
over the course of the men's illness, the currents results indicate that emotional 
distress is probably an ongoing issue for the men in this study. This is consistent with 
a study of 386 cancer patients by Zabora et al. (1997), the results of which indicated 
that the prevalence of psychological distress did not vary significantly across the 
disease continuum, with the exception of the terminal phase. 
The rate of distress in the current study reflects previous research highlighting 
the emotional and psychological impact of cancer (Block, 2000; Massie, 2004), and is 
also consistent with the findings from the qualitative analysis of the interview data 
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from the current study. Seven of the nine men interviewed spoke of the considerable 
impact that cancer had on them emotionally, particularly in temlS of the shock, fear 
and anxiety associated with cancer, its diagnosis, prognosis and treatment. 
All of the men interviewed had prostate cancer, and over half of them made 
reference to the emotional struggle involved in coming to terms with a change in 
sexual functioning, due to the impact on their concept of masculinity, and on their 
relationship with their partners. Interviews with health professionals also revealed the 
psychological issues involved in dealing with prostate cancer and its side effects. It 
was reported that while these side effects may initially seem secondary to treating the 
cancer, they often became significant issues when an individual was physically 
healthier and attempting to resume their normal life and relationships. These findings 
are consistent with research into psychological adjustment to prostate cancer. 
Helgason & Cohen (1996) found that although sexual function was reduced in both a 
prostate cancer group and a control group, a greater proportion of the men with 
prostate cancer were 'severely distressed' by this reduction. Furthermore, studies have 
shown that despite a reported willingness of men with prostate cancer to trade sexual 
function for an opportunity for a cure, sexual functioning persists over time as a cause 
of disease related distress (Helgeson & Cohen, 1996; Heathcote et aI., \998). 
The level of physical distress in the current sample was expected to be similar 
to that reported in the Plass and Koch (200 I) study of psychosocial support use by 
cancer patients. Unexpectedly, the results showed that the level of physical distress, as 
measured by the List of Physical Complaints, was significantly lower than that 
reported by Plass and Koch. One possible explanation for this is gender differences in 
reporting symptoms. Keller and Henrich (\999), in their study of gender differences 
experienced by cancer patients over the course of their illness, found that female 
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patients reported physical and psychosomatic symptoms more frequently than male 
patients. Also reported in that study was men's tendency to withhold and underreport 
symptoms. Therefore, the absence of female participants in the current study may 
explain the low scores on the List of Physical Complaints. 
Another possible explanation may be related to the participants' type of 
cancer. The sample in the Plass and Koch (200 I ) study included oncology patients 
with a range of cancers, but predominantly with breast cancer. In the current sample 
the majority of men reported having prostate cancer. Clark, Ricker, Propert, and 
Talcott (1998) found that the magnitude of the urinary, bowel and sexual symptoms 
associated with treatment for prostate cancer decreased over time, and that men with 
prostate cancer appeared to acclimatise to these symptoms over time. Similarly, 
Steginga et al. (200 1) in their study of supportive care needs of men with prostate 
cancer found that men reported more unmet needs in the physical domain closer to the 
time of diagnosis. As the majority of men in the current sample had been diagnosed 
with prostate cancer for over two years, it is possible that they were experiencing a 
lower number of physical symptoms compared with participants with other cancers, 
due to the nature of prostate cancer itself, and the time since diagnosis. 
The level of perceived social support in the current sample was expected to be 
similar to that in the general population. This hypothesis was supported. The mean 
score on the Social Support Subscale of the Coping Resources Inventory indicated that 
the men "often" have resources to call on in times of need. This is consistent with 
previous research showing that cancer patients report feeling adequately supported 
and they cite this as a reason for not using formal services (Eakin & Stryker, 200 I; 
Plass & Koch, 200 1). 
Psychosocial Support 133 
4.2. Aim 2. P\)'chosocial Support 
Given that research has highlighted areas of unmet need for cancer patients 
(Girgis & Foot, \995; Sanson-Fisher et aI., 2000), it was hypothesised that men in the 
current study would express some dissatisfaction with their level of psychosocial 
support. Unexpectedly, the results showed that nearly all of the men were satisfied 
with their current level of psychosocial support. The reasons for this finding are 
unclear. One possible explanation is the men's perception of adequate social support. 
As previously noted, the men in the current sample reported often having social 
resources to call upon in times of need, hence their reported satisfaction with their 
current level of support. Furthermore, satisfaction with psychosocial support was 
discussed during interviews with the men. There appeared to be four factors relevant 
to the men's satisfaction with their level of support. 
The men reported that they felt well informed due to the high quality of 
information they received from their specialist, and from organisations such as the 
Cancer Council of Victoria and the Prostate Foundation. Providing relevant "and 
accurate information has been linked to better psychological adjustment to cancer. For 
example, Mills and Sullivan (1999) listed six functions of information for patients: to 
gain control, to reduce anxiety, to improve compliance, to create realistic 
expectations, to promote self-care and participation, and to generate feelings of safety 
and security. Boehmer and Babayan (2005) also found that when men with prostate 
cancer were making treatment decisions, informational support was crucial. The value 
of informational support was referred to by the specialist interviewed for the current 
study. He emphasised the importance of providing realistic and accurate information 
in aligning an individual's expectations with reality. Therefore, it appears that having 
adequate infomlation can be a valuable source of support in dealing with cancer. 
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Second, eight of the nine men interviewed were being treated by the same 
specialist. All but one of these men were high in their praise of his care and support. 
In fact this specialist was the main recruiting specialist for this study, and the majority 
of men who agreed to participate in an interview reported doing so as a way of 
repaying their specialist for his support. In an interview with this specialist he 
emphasised the importance of his role in supporting his patients through providing 
reassurance, moral support and encouraging them as a general rule to discuss their 
concems with someone. Therefore, it is possible that the men were satisfied with their 
level of psychosocial support due to the skills of that particular specialist. Third, six 
of the nine men interviewed expressed the opinion that, although they resided in a 
non-metropolitan area, their towns were generally well serviced, and they were able, 
in the most part, to have their healthcare needs met locally. 
The fourth factor that appeared to be related to satisfaction with level of 
support was knowing someone who worked in the health system. Six men reported 
having either a doctor friend or a daughter who worked in the system and who could 
therefore supply them with information, reassurance, and assistance in navigating the 
system. The importance of having access to someone who was familiar with workings 
of the health system was acknowledged by the health professionals interviewed. They 
noted that patients were often overwhelmed by the information they received and by 
health system procedures, and highlighted the value of their role as a navigator. All 
health professionals indicated that improved support for cancer patients would include 
providing assistance in navigating their illness and the health system. Recommended 
improvements included a prostate care nurse, a cancer day centre, and automatic 
referral from specialists to a healthcare worker. All of these roles emphasise the value 
of healthcare workers acting as navigators for cancer patients. 
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The effectiveness of healthcare workers in this type of role has been 
demonstrated in previous research. Findings from a qualitative study involving 
women with breast cancer who received a nurse case management intervention 
identified benefits including improved management of co-existing problems, 
informational and emotional support, education about procedures and self-care, and 
assistance with daily living activities (Jennings-Sanders & Anderson, 2003). The 
women cited assistance in navigating the health system as being especially helpful. 
The navigation included making appointments, reinforcing information, explaining 
procedures, and ensuring comprehensive recording of patient information in health 
records. Thus, assistance with navigating the health system appears to contribute to 
perceived level of support. 
Despite the high rate of satisfaction with current level of support, given the 
opportunity, approximately 40% of the men surveyed identified areas of un met need. 
In the emotional support domain, the medical and health area was most frequently 
indicated as the area where more emotional support was needed. This question 
referred to emotional support in dealing with physical discomfort, pain or fatigue, or 
side effects. There appears to be a contradiction here between this finding and the 
earlier finding of low levels of physical symptoms among the current sample. A 
limitation of this question is that the participants were not asked to specify whether 
they needed more support with physical discomfort, pain or fatigue, or side effects. If 
more emotional support was needed to deal with physical discomfort, pain or fatigue, 
then this would contradict the finding of low levels of physical distress. However, if 
more emotional support was needed in dealing with the side effects of treatment, then 
this would be consistent with the previously discussed finding that the men 
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interviewed in the current sample reported struggling emotionally with incontinence 
and impotence, which are common side effects of any treatment for prostate cancer. 
Similarly, although the majority of men expressed satisfaction with their 
current level of psychosocial support, approximately 41 % of the sample indicated 
there were certain areas in which they would like to receive more informational 
support. This appears to contradict the previously noted finding that the majority of 
men were satisfied with the amount of information they received. Once again 
explanations for this finding are limited in that the participants were asked to specify a 
general area of need rather than a particular area of unmet need. 
The most frequently cited areas where more informational support was needed 
were related to cancer treatment, particularly different methods, risks, side effects, and 
after effects of treatment. Given that this list included side effects of treatment, similar 
conclusions could be made to those explaining the men's unmet emotional needs. It 
might be reasonable to assume that if the men are struggling with a particular issue, 
the side effects of prostate cancer and its treatment, for example, then they would 
welcome additional information that might help them deal with the issue. 
Furthermore, optimal medical treatment for prostate cancer is a contentious area 
(National Comprehensive Cancer Network, 2002). In this context of uncertainty and 
ambiguity about treatment options, men may experience a high need for informational 
support (Steginga et aI., 2001). In addition, four of the men interviewed indicated that 
they were dissatisfied at having to find out about treatment and services by 
themselves. Two men expressed very strongly that the advice, information and 
assistance they received in dealing with incontinence and impotence was particularly 
lacking. 
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4.3. Aim 3. r()I'I11al P\:l'chosocial Support 
Based on research into resource use by cancer patients (Edgar et aI., 2000; 
Plass & Koch, 200 I) it was anticipated that participants in the current study would be 
made aware of formal psychosocial support services through medical personnel, and 
through written information in the form of leaflets or brochures. This expectation was 
partially supported with the men in the current sample indicating that the most 
common sources of information regarding all psychosocial support services were 
medical personnel, especially doctors or general practitioners, cancer medical 
specialists, nurses, radiation therapists, or other medical personnel. Plass and Koch 
(200 I) also found that hospital doctors and general practitioners were named as 
sources of information about support, though with much lower percentages. 
Information leaflets were the most frequently indicated source of infornlation in the 
Plass and Koch (2001) study with 22% of participants learning about services via this 
source. This is a similar percentage to those indicating pamphlets (in the media 
category) in this sample. Interestingly, family and friends in the former study were the 
rarest sources of information, yet in this sample over one third of men indicated that 
they had found out about psychosocial services through family and friends. This result 
is consistent with the previously discussed perception of usefulness of having a friend 
or family member in the health system to provide additional information. It is also 
consistent with research indicating that men more than women rely on family and 
friends to assist them in finding information (Boehmer & Clark, 200 I ). 
4.3.1. Awareness of Formal Support Services 
Consistent with past research (Eakin & Strycker, 2001; Edgar et aI., 2000; Plass 
& Koch, 200 I) it was anticipated that the current sample would show low rates of 
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awareness of formal support services. Unexpectedly, the rate of awareness of formal 
services offering emotional support (including psychologists, psychiatric services, 
social workers, counsellors, self-help groups, telephone based counselling and cancer 
support organisations) was high, with nearly 82% of men in the sample reporting their 
awareness of at least one such service. This level of awareness of services offering 
psychosocial support is much higher than the 47% reported in the Plass and Koch 
(200 I) study. However, Plass and Koch did not appear to include telephone 
counselling and support offered by cancer support organisations in their study. 
Inclusion of cancer support organisations in the current study may have inflated 
the awareness rate, as it could be argued that organisations such as the Cancer Council 
of Victoria have a relatively high media profile, and this leads to greater overall 
awareness. However, excluding telephone-based counselling and cancer support 
organisations from the list of support services in the current study, results in a rate of 
awareness of services of 68%. This rate is still higher than the one reported in the 
Plass and Koch (200 I) study. Consequently the higher rate of awareness cannot be 
attributed solely to the higher awareness of cancer support organisations and 
telephone help lines. 
The high rate of awareness of formal services appears to contradict the views 
of two health professionals interviewed. They expressed the belief that many people 
are not aware of services available to them. One explanation for may be in the level of 
specificity of the service. While men were asked to rate their awareness of a general 
service, for example a cancer support organisation, or a social worker, it is possible 
that health professionals were referring to more specific programs and resources 
available through the general support service providers that specifically address 
mental health issues. 
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4.3.2. Formal Support Service Participation Rate 
Based on previous research (Eakin & Strycker, 2001; Plass & Koch, 2001), it 
was hypothesised that few men in the current sample would have participated in a 
fomla1 service offering emotional support. This hypothesis was not supported. Almost 
half of the men in the current study reported using a formal support service. This 
participation rate is almost double the 28% reported by Plass and Koch (2001). 
However, it is consistent with a study of resource use by breast cancer patients by 
Edgar et al. (2000). In that study, 52% of women reported using a cancer support 
organisation. Although not as high as found by Edgar et aI., a cancer support 
organisation was the most frequently used emotional support service in the current 
study. 
Cancer support organisations offer both emotional and informational support, 
and it is not clear whether the men in the current study used them as a source of 
emotional support or merely as a resource for information. Given research showing 
that men are reluctant to discuss emotional issues and have a preference for ' 
informational support over emotional support (Boehmer & Babayan, 2004; Moynihan 
et aI., 1998; Shapiro et aI., 2004;) it is possible that the high rate of participation in 
formal services in the current study was related to the men seeking to have their 
informational rather than emotional needs met. 
Similar to the awareness rates, the comparatively high rate of participation 
contradicts the views of the health professionals interviewed, who made reference to 
patients not using formal support due to the difficulty identifying cancer patients in 
need of extra support and linking them into services. Again, the reason for the 
discrepancy may be related to the distinction made between services that provide 
emotional rather than informational support. 
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Regardless of the rate of participation, it was hypothesised that those men who 
used a formal support service would rate that service positively. This hypothesis was 
supported. The average helpfulness rating of fomlal services used was between "very 
helpful" and "extremely helpful". This is consistent with research showing that people 
with cancer who participate in psychosocial interventions rate them as beneficial, in 
terms of improved emotional well being, increased knowledge of their illness, less 
physical distress, increased hope and sense of belonging (Campbell et aI., 2004; 
Devine & Westlake, 1995). This finding was also consistent with the interview data 
from the current study. The men interviewed who had participated in formal support 
services, including attending support groups, telephoning cancer helplines, and seeing 
a psychiatrist, all spoke highly of these services. 
4.4. Aim 4. Participation in Formal Psychosocial Support Services 
4.4.1. Reasonsfor Participation in Formal Psychosocial Support Services 
The finding that close to half of the men reported using a formal psychosocial support 
service is surprising given recent research indicating low participation rates in 
psychosocial services, and given the literature regarding men's low engagement in 
health services in general particularly in rural areas (Chapple & Ziebland, 2002; Lee 
& Owens, 2002). The reasons for participation in a formal psychosocial support 
service were investigated in the current study. Ofthe 37 men who reported 
participating in formal services, only 12 gave reasons for participation. Unfortunately 
this limits the generalisability of the findings. 
It was hypothesised that the reasons for use would be similar to those reported 
in the Plass and Koch (2001) study, which included feeling emotionally unwell, 
wanting substantial help and wishing to cope better with their illness. This hypothesis 
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was only partially supported. Although feeling emotionally unwell and wanting to 
cope with the illness were indicated as reasons for participation by over half of the 
respondents, the most frequently cited reasons were feeling physically unwell and 
feeling lonely. Again the indication that men were feeling physically unwell appears 
to be inconsistent with the low scores on the List of Physical Complaints. However, 
the List of Physical Complaints measures symptoms experienced over the last week. 
Given that the majority of men in the current study had been diagnosed with cancer at 
least two years previously, it is possible, as previously discussed, that the men had 
acclimatised to the symptoms, and that they had sought support from formal services 
earlier in their diagnosis, when perhaps physical symptoms were more distressing. As 
previously discussed the physical side effects of prostate cancer, which may include 
transient or permanent urinary incontinence and sexual dysfunction can be challenging 
to deal with. Therefore, a clear limitation of this study is that the men were not asked 
to specify when, over the course of their illness, they participated in a formal support 
service, and that the measure of physical distress is current, but participation in a 
support service is retrospective. 
The finding that 10 of the 12 men reported participating in a formal service 
due to feeling lonely is consistent with previous research suggesting a link between 
cancer and loneliness or social isolation. For example, Helgason and Lepore (1997) 
found that 20% of prostate cancer patients in their study reported feelings of social 
isolation. Cancer affects the quality of social relationships due to withdrawal or 
inappropriate reactions from members of a cancer patient's network, hurtful 
behaviours of friends and family and necessary restriction of social activities (Dakof 
& Taylor, 1990; Dukes Holland, & Holahan, 2003; Helgeson & Cohen, 1996). 
Consequently, a person living with cancer may be faced with increased loneliness. 
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According to Sevil, Ertam, Kavlak, and Coban (2006) loneliness is caused by a lack of 
satisfaction regarding the quality of relationships and does not depend on the 
characteristics of the social environment or the number of friends. Therefore, although 
the men in the current sample reported satisfaction with their level of support, they 
may have experienced loneliness due to the poor quality of relationships within their 
social network, and may have participated in formal support services in pursuit of 
better quality relationships. 
As hypothesised, one of the reasons for participation in formal services was 
feeling emotionally unwell. This is consistent with other research indicating that level 
of distress in cancer patients is a factor in participation in psychosocial support 
services, with findings of higher distress levels among psychosocial support service 
participants consistently reported in studies of cancer patients (Edgar et aI., 2000; 
Fukui et aI., 2001; Gilbar & Neuman, 2002; Grande et aI., 2006; Plass & Koch, 2001). 
Similarly, consistent with the research by Plass and Koch a reason for 
participation in a forn1al service was wanting to cope with the illness. Taking action to 
deal with their cancer was a theme evident in the interviews. Often the men acted 
independently by researching their illness, or by using self help methods like 
meditation, visualisation, alternative medicines, and exercise and dietary change. 
Other men reported becoming proactive in seeking out other cancer patients or 
becoming an advocate for prostate cancer. According to the research of Helgeson and 
Lepore (1997) acting independently to deal with problems can be viewed as reflecting 
one of two traits, agency or unmitigated agency. Agency is described as a positive 
male gender-related trait that should be distinguished from its negative counterpart, 
unmitigated agency. Whereas agency includes characteristics such as independence, 
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activity, competition and self-confidence, unmitigated agency reflects a focus on self 
to the exclusion of others. 
The agency trait was evident in the current study. Taking action independently 
of medical treatment appeared to allow the men in the current study to regain a sense 
of control, which was reported by five of the nine men to be important to their 
adjustment to their diagnosis. This is consistent with Addis and Mahalik's (2003) use 
of reactance theory to explain men's help seeking, which states that a negative 
psychological state following an event, perceived to threaten a person's freedom or 
autonomy, leads that person to engage in behaviours that restore a sense of control 
(Fisher et aI., 1982). In this sense, regaining control through agency can be viewed as 
a positive element of men's help-seeking behaviour, and may be related to higher 
participation in psychosocial support. Indeed Helgeson and Lepore (1997) argued that 
agency reflects a positive focus on the self that should not prevent men turning to 
others in times of stress. Conversely, unmitigated agency which results in the 
exclusion of others may preclude men from turning to others for support. 
4.4.2. Reasonsfor Non-Participation in Formal Psychosocial Support Services 
Reasons for not participating in a formal psychosocial support service were 
indicated by 66 of the men in the sample, although only 39 men had previously 
indicated that they were non-participants. This may reflect a selective use of support 
services: men choosing to participate in some services and not others; or participation 
at some times and not at other times, and therefore giving reasons for not participating 
in a particular service or at a particular time. 
Given that previous studies have found the most commonly reported reason for 
not using formal psychosocial support services was already having adequate support 
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(Eakin & Strycker, 200 I; Plass & Koch, 200 I), it was hypothesised reasons cited by 
men in the current study would be consistent with this finding. This hypothesis was 
supported. Men reported that they felt sufficiently supported, especially by their 
family and friends. As previously mentioned in this discussion, the perceived level of 
social support was no different to that of men in the general population. Furthermore, 
all men interviewed praised the support given them by wives and family, with many 
men also indicating that they felt well supported by friends, neighbours, their 
community and other cancer patients. Similarly, all health professionals interviewed 
noted the importance of informal support, and indicated that the majority of 
individuals relied on informal sources of support at some stage during their cancer 
illness. Consequently, it is apparent that non-participation in formal support services is 
related to adequate informal support. This is consistent with Jorm et al. 's (2004) 
model of professional help-seeking behaviour, which indicates that an individual will 
not seek professional help if their needs can be met by their informal network. 
The hypothesis that men would be reluctant to seek help due to constructions 
of masculinity which emphasise independence was supported. Half of the respondents 
reported not participating in formal support services due to a belief they could cope on 
their own. The socially constructed gender norm of independence has been associated 
with delays in seeking help (Helgeson & Lepore, 1997). Bloch et al. (2007) 
highlighted the belief among men that admitting to personal difficulties and the need 
for help is a sign of weakness. Health professionals interviewed for the current study 
discussed a commonly held perception that to ask for help is a concession of 
weakness. Although reluctant to stereotype, the health professionals interviewed made 
reference to men's perceptions that coping independently was a show of strength, and 
further, that some men overestimated their ability to cope independently. 
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Other frequently cited reasons for non-participation in fomlal services (' I have 
no emotional problems'; and 'Other patients are in more need of support than I am') 
may reflect stoicism. Of course these reasons for non-participation may be a true 
reflection of the men's situation, and would be consistent with the anecdotal evidence 
provided by one health professional interviewed that one third of cancer patients 
manage well. However, it may also reflect research highlighting emotional stoicism 
among men. Reluctance to seek professional help has been linked to socially 
constructed notions of masculinity, of which stoicism and suppression of emotion are 
accepted values (Smith et aI., 2004). This is consistent with other research, such as 
that by Moynihan et ai. (1998), which concluded that for men with cancer it was 
critical to be controlled and silent about their emotional life. 
The language used by men in the interviews indicated a tendency to downplay 
the seriousness of their illness, and to imply that they were more fortunate than other 
people. This may be related to the previously discussed finding that men withhold and 
underreport physical symptoms (Keller & Henrich, 1999). Furthermore, displaying 
stoicism through downplaying the seriousness of cancer is consistent with the findings 
of a qualitative study of physical implications of prostate cancer, which found that 
men concealed illness consequences, underestimated physical symptoms, and 
compared themselves to others, who were worse off, thus making their own situation 
look better (Jakobsson, Hallberg, & Lovean, 2000). 
The hypothesis that lack of awareness and lack of access to services would be 
reasons for non-participation in formal services was not supported. Awareness of 
services did not appear to be a significant barrier with few men reporting that they had 
been given no information about services. This finding is also consistent with the high 
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rate of awareness of formal psychosocial support services, and the satisfaction with 
information received, which was reported earlier in this discussion. 
Access and availability of services were also not obvious ban-iers to 
participation. The cost of services, the travel involved and the choice of service in 
their area were indicated as barriers to participation by very few participants. 
Furthennore, men interviewed for the current study reported that they were satisfied 
with the availability of services in their region. Results of the demographic data 
analysis revealed that considerable travel was involved in the men's cancer treatment, 
yet travel was not frequently cited as a reason for not participating in formal services. 
There were, however, two opposing views of access and availability of 
services expressed in the interviews. Three men indicated that the cost and travel 
associated with service provision was an issue for them. Similar issues were raised by 
two health professionals interviewed, who made reference to the scarce available 
resources in the region, but for the most part they were concerned about the burden of 
travel. Of particular concern for the health professionals were rural families travelling 
long distances, and the lack of adequate recompense for travel related to cancer care. 
This finding is consistent with that of Clavarino et al. (2002), who in their study of the 
needs of rural cancer patients, highlighted the contlict that occurs between patient 
preferences with regard to treatment location, government policy and the disruption of 
family life. However, six of the nine men interviewed for the current study expressed 
the belief that their town was well serviced and that any travel involved to access 
services was an unavoidable and accepted part of living in the region. This finding 
suggests that travel may be a significant barrier to accessing services in particular 
rural and regional areas of Australia, depending on the number and location of service 
centres within a region. The region under investigation in the current study includes 
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two major service centres, with the majority of residents in the region being located 
approximately one hour's drive from either centre. Although this is in contrast to 
studies of rural cancer patients undertaken in other states where road distances and 
travel times to service centres are much greater (Clavarino et aI., 2002; McGrath et aI., 
I 999b ), it is consistent with the findings of a telephone interview study of support 
group participation among 217 breast and prostate cancer patients, which found that 
geographic distance from the hospital was no barrier to attendance (Bauman et aI., 
1992). 
The hypothesis that lack of referral or recommendation from medical 
specialists would frequently be cited as a reason for non-participation in formal 
services was supported. Only one person cited the reason for participating in a support 
service was because their doctor recommended it. An explanation for this may be 
related to the distinction between giving information about a service and endorsing 
that service. The specialist interviewed for the current study, while acknowledging the 
existence of services such as telephone help lines, did not directly recommend that his 
patients use them. If this is indicative of a general reluctance of specialists to 
recommend support services, then it is unfortunate as studies have shown that the 
recommendation of a doctor can be an important facilitator to participation in a 
support service. A positive view of support groups expressed by a cancer patient's 
doctor has been shown to significantly increase the likelihood of participating in this 
type of support (Grande et aI., 2006). This finding was also reported by Edgar et al. 
(2000), who found that nearly half of their sample of breast cancer patients valued 
their oncologist's approval or recommendation in regard to psychosocial resource use. 
Furthermore, the specialist interviewed in the current study recognised the 
benefits of using other sources of psychosocial support like support groups, but 
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expressed reluctance in recommending them due to the potential for misinformation. 
This is consistent with research showing that specialists often fail to recommend 
psychosocial services, despite their awareness of them, for reasons including concerns 
about misleading information that might be proffered (Steginga et aI., 2007). One 
health professional interviewed expressed concern over the lack of referrals from 
surgeons and other cancer specialists to outside support services, and suggested that 
referrals were only considered when the patient became an increasing demand on the 
specialists' time. This is consistent with Ashby, Kissane, Beadle and Rodger's (1996) 
contention, in their review of psychosocial support and treatment of metastatic breast 
cancer, that psychosocial interventions are usually offered only to those who have 
become symptomatic or are perceived to be particularly at risk. The authors suggested 
that given the association between participation in psychosocial support services and 
psychological wellbeing in cancer patients, psychological interventions should be 
routinely offered to cancer patients. Referral or recommendation to formal services by 
treating specialists was not common in the current study. Thus it appears that while 
the men received information about support services from medical personnel they did 
not necessarily receive referrals or recommendations to these services. 
4.5. Aim 5. Informal P.\ychosocial SlIpport 
A further aim of the current study was to investigate the use of infomlal 
support by men living with cancer. The hypothesis that men would report high rates of 
awareness of, participation in, and perception of helpfulness of informal support was 
supported. The finding that a clear majority of men were aware of family members, 
friends and neighbours as sources of psychosocial support fits with the results 
regarding level of social support and satisfaction with support reported earlier. 
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This finding is also consistent with the results of a study by Taylor et al. (1986) 
investigating social support and support group use among cancer patients. In that 
study participants indicated that their family and friends had been supportive in 
addressing the needs that had occurred as a result of their cancer. Spouses, other 
family members and friends had been "very helpful" or "helpful" according to 86%, 
80% and 81 % of the sample, respectively. 
Of interest in the current study was the distinction made between the use of 
various sources of infomlal support. In the reasons cited for not participating in fOffi1al 
support, sufficient support from family was cited more frequently than sufficient 
support from friends. Research has shown a distinction between the uses of different 
sources of infoffi1al support. For example, Rose (1990) found that breast cancer 
patients preferred instrumental support from family more than from friends or health 
care professionals. 
A similar distinction was borne out in the interview data whereby men 
overwhelmingly praised the support of their family, particularly wives and daughters. 
Much of the support provided was instrumental in nature, including transport to 
appointments and places of treatment, nursing care at home following treatment, and 
assistance in purchasing medicines and aids related to the cancer and its side effects. 
The interviews in the current study highlighted the importance of the role of an adult 
daughter. Seven of the nine men interviewed specifically mentioned the role of their 
daughters in providing both instrumental and moral support. The specialist 
interviewed also acknowledged the value of a daughter as a support source for men. 
However, a wife or partner was the main source of support for men in this 
study. This is consistent with research which has shown a reliance of male cancer 
patients on their wives/partners for support (Keller & Henrich, 1999). Zakowski et al. 
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(2003) in their study on the differences in emotional expression between male and 
female cancer patients found that men reported that their spouses/partners were likely 
to be their main source of support, whereas women had additional sources. 
Men interviewed in the current study displayed some ambivalence about the 
use of friends as a source of support. It appeared that friends were told selectively 
about the cancer, and some friends were lost in the process. This is consistent with the 
findings of Dakof and Taylor (1990), which indicated that others, generally friends, 
may engage in avoidance behaviours, and this was particularly hurtful to the cancer 
patient. Wortman and Dunkel-Schetter (1979), in their review of the literature on 
contact with cancer patients, explained the reasoning behind why cancer patients may 
feel "victimised" by family and friends. The authors posited that significant others 
experience two conflicting reactions: fear and aversion to cancer coupled with belief 
that a cheerful, optimistic fa!j:ade should be maintained. This conflict may result in 
ambivalence toward the cancer patient and an associated anxiety in interacting with 
them. As a consequence, significant others may avoid contact with the cancer patient, 
or avoid discussion of the cancer, which may result in the patient feeling rejected and 
socially isolated. 
While some men in the current study reported that friends abandoned them, 
three men spoke of the benefit of comparing notes with male friends who also had a 
cancer diagnosis. Other cancer patients were used as an informal source of support by 
almost half of the men in the current study. Interestingly, seven of the nine men 
interviewed reported the existence of an informal network of men with prostate 
cancer. Each of the men had sought out and/or been approached by other men with 
prostate cancer. Often these men were acquaintances, or had simply lived in the same 
town and had heard about them on the grapevine. The specialist interviewed 
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mentioned the existence of a regional cafe that had become an infornlal meeting place 
for men with prostate cancer. 
The importance of this type of support received from other cancer patients was 
recognised by all health professionals interviewed. Boehmer and Babayan (2005), in 
their study of support of prostate cancer patients, proposed that when making 
treatment decisions, patients were interested in concrete experiences, and that only 
other men with prostate cancer are positioned to satisfy these informational needs. In 
their research into the significant unmet needs of cancer patients Soothill et al. (200 I ) 
reported that opportunities for meeting others in a similar situation was a significant 
unmet need for 15% of those who rated the item as important. The authors reported 
that interviewees, while wary of formal support groups spoke often of contact with 
other cancer patients. The benefits of this contact were reported as modelling new 
identity through meeting survivors; discovering new information; feeling less 
different; and the opportunity to speak with someone who had gone through the same 
expenence. 
Reciprocity appeared to be an important factor in relationships with other 
cancer patients for the men interviewed. Four men discussed the importance of 
helping others. Many had become advocates for prostate cancer, informally or 
fornlally, through support groups and cancer help lines. The notion of reciprocity is 
consistent with Addis and Mahalik's (2003) model. They proposed that men may be 
more likely to seek help when they perceive an opportunity to return the favour. 
Research into the benefits of support provided by other cancer patients, 
particularly in the form of a support group, has shown improvements among cancer 
patients in affect and quality of life (Hogan et aI., 2002; van den Borne et aI., 1986). 
The benefits of support groups were acknowledged by the health professionals and the 
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two men interviewed for the current study who had participated in a support group. 
Some reservations were expressed however, regarding retention of members, having 
the right mix of people to run it, and the potential for misinfornlation. Similarly, four 
men interviewed expressed reservations about talking to other prostate cancer patients. 
Their reluctance stemmed the potential for receiving infornlation that was too detailed, 
negative in nature and originating from an unqualified source. 
Inconsistent with other studies that have shown a diagnosis of cancer may 
prompt concerns related to spiritual well-being (Greisinger et aI., 1997; Taylor et aI., 
1995), few men in the current study reported using religion or clergy as a source of 
infornlal support and no participant reported needing assistance with spiritual issues. 
This may be a reflection of the stoic attitude evident among the men. The majority of 
men interviewed made reference to the importance of accepting their cancer diagnosis 
and just getting on with life. 
Using the Internet as a form of informal support was not common among the 
current sample of men. This can be explained either in terms of the older average age 
of the participants and the associated limited experience with information technology, 
or in terms of the limited access to Internet services experienced in rural and regional 
areas. 
Opinion in the current study was divided regarding the usefulness of 
neighbours and other people in the local community as sources of support. 
Unfortunately the question regarding use of informal support grouped neighbours with 
friends, and there was no separate category for community, so it was not possible to 
gauge the actual use of these two sources of informal support. The majority of men 
and two health professionals interviewed rated the support provided by neighbours 
and others in the community as positive. 
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However, three men and one health professional revealed that people in 
communities, especially in small towns, can be judgemental and can fail to respect 
privacy. This is consistent with research into help-seeking in rural contexts. Hoyt, 
Conger, and Gafney Valde (1997), in a study of psychological distress and help-
seeking in rural America, found that living in smaller towns and villages was 
associated with high levels of stigma. The stigma was related to the likelihood of 
others in the community finding out about mental health visits. Thus, they concluded 
that it was the particular combination of potential feelings of embarrassment and a 
heightened sense of lack of privacy that differentiated the help-seeking behaviour of 
smaller town residents from residents in the larger population centres. 
Consequently, while informal networks of support may be strong in rural and 
regional areas, it appears that the effectiveness of support may be jeopardised due to 
the lack of privacy that may exist in these areas. This finding is consistent with Addis 
and Mahalik's (2003) contention that individuals in a man's social group can act as 
either a facilitator or a barrier to help-seeking. Help-seeking is facilitated if both 
health problems and the act of seeking help to address them are normalised by others. 
In contrast, attitudes of others, for example perceptions of a stigma, can act as barriers 
to help-seeking. 
In terms of helpfulness of informal support, the highest helpfulness ratings 
were given to family, followed by friends and other cancer patients. The overall mean 
score, which fell between "somewhat helpful" and "very helpful" was significantly 
lower than that reported for the perceived helpfulness of formal support services, 
which was rated "very helpful" and "extremely helpful". This difference in perception 
of helpfulness of support may be due to the ambivalence about particular sources of 
informal support reported above. 
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4.6. Aim 6. Participation in Informal SlIpport 
4.6.1. Reasonsfor Participating in h?/ormal SlIpport 
Although previous studies have investigated reasons for participation or non-
participation in formal psychosocial support services, there has been little research 
into reasons for using or not using informal sources of support. The availability of 
informal networks and the practicality of relying on informal support were the most 
frequently cited reasons for using informal support. This finding supported the 
hypothesis about informal support use and was reflected in the interview data. Men 
reported that family members, wives and daughters in particular, were available to 
drive them to treatment, to provide moral support at various medical appointments, 
and to provide nursing care for the men at home. Health professionals also reported 
that men relied heavily on their families and friends to provide support. This reliance 
on family and friends to provide practical support is consistent with the research of 
McGrath et al. (J999b) who found that family, friends, neighbours and community 
organisations were a cancer patient's main source of practical support. 
Another frequently cited reason for using informal support was the men hoped 
to meet with people in a similar situation. This is consistent with the importance of 
relationships between cancer patients highlighted earlier in this discussion. 
A further reason cited was that the men wanted to understand and cope with 
their illness. It appears from this response that informal networks facilitate 
understanding and coping. Certainly previous research has shown that support from 
existing social networks can have a positive effect on psychological wellbeing and 
how well a person lives with cancer (Dukes, Holland & Holahan, 2003; Helgeson & 
Cohen, 1996). Furthermore, the findings of this current study show that men place 
Psychosocial Support 155 
high value on psychosocial support offered by family, friends, community and other 
cancer patients. 
4.6.2. Reasonsfbr Non-participation in b?/orl71al Support 
It was anticipated that few men would report not using any informal sources of 
support, and that not using any informal support would be due to the belief that they 
had no emotional problems and they could cope on their own. These hypotheses were 
supported, and reflect the socially constructed gender norms of stoicism and 
independence discussed earlier. 
Unexpectedly, a reason cited just as frequently as being able to cope on their 
own was preferring to talk with their doctor about their problems. Other studies have 
reported a similar preference for men to discuss physical and psychosocial health 
problems with their doctor (Crawford, Bennett, & Stone, 1997; Keller & Henrich, 
1999). Boehmer and Clark (2001) in their qualitative study of prostate cancer patients' 
treatment decision-making, found that men were heavily focused on discussions with 
the treating physician, to the exclusion of their wives. Their wives' accounts 
corresponded to this in that they appeared to be poorly informed about discussions 
that must have occurred in the context of treatment decisions. 
Although this preference for talking to a doctor was not directly referred to by 
men in the current interviews, it may be reflective of a general preference for men to 
discuss medical and procedural aspects of their illness rather than emotional aspects 
(Moore & Estey, 1999; Wong et aI., 2000). All men interviewed expressed the belief 
that males in general were reluctant to discuss their illness and its associated problems 
with anyone. They reported that this was particularly true for prostate cancer with its 
implications for sexual functioning, and the embarrassment discussion of this topic 
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may cause. This is consistent with the findings of Roth et al. ( 1998), who suggested 
that reluctance to talk about prostate cancer may be due to the disease and treatment 
side-effects that impact on part of men's intimate anatomy that are not ordinarily 
discussed. 
The concept of ego-centrality, as proposed by Addis and Mahalik's (2003) 
model of men's help seeking, is relevant here. Sexual functioning is seen as an 
important part of a man's socially and culturally constructed notion of manhood. 
Addis and Mahalik reported that men have been shown to be least likely to seek help 
when a problem is perceived as ego-central; that is, perceived to reflect an important 
quality about oneself. Therefore men with prostate cancer may be particularly 
challenged in acknowledging problems related so closely to their sense of being a 
man. 
Five men interviewed also indicated that the reluctance of men to talk to others 
stemmed from the low profile of prostate cancer, and other people's misperceptions 
about the seriousness of the disease. These notions also fit with the model of men's 
help-seeking proposed by Addis and Mahalik (2003). They proposed that when men 
hide or mask a particular experience it becomes perceived as relatively non-normative 
as it is not frequently observed. If awareness of prostate cancer, its treatment and side 
effects are not well known in the general community, then an individual's experience 
of prostate cancer may be seen as non-normative, and therefore not discussed, and 
help is less likely to be sought. 
4.7. Aim 7. The Intel:/clce between Use (~fFormal and Informal P~ych()social SlIpport 
A further aim of the current study was to investigate the interface between 
formal and informal psychosocial support. The hypothesis that the majority of men 
Psychosocial Support 157 
would report using inforn1al support exclusively was not supported. Although over 
one third of men reported only using informal support, a higher percentage of men 
reported using a combination of fonnal and infonnal psychosocial support. The 
hypothesis that small numbers of men would report using only formal support was 
supported. Only two men reported using fonnal support exclusively, which suggests 
that fonnal support is not used to the exclusion of infonnal support. Indeed, when 
asked to report reasons for using fonnal services none of the 12 men who indicated 
reasons reported that family and friends turned away from them. One explanation for 
this finding is that men may have a variety of needs that are best met by certain types 
of individuals or services. As indicated by Dunkel-Shetter (1984) in her research on 
social support for cancer patients, when considering the adequacy of social support, it 
is important not only to examine the amount of support received by an individual, but 
also the type of support, and by whom it is offered. It has been shown that family and 
friends may provide adequate instrumental support, for example, with transport, 
occasional meals and companionship during a visit to the specialist (McGrath et aI., 
1999b). However, as previously discussed, men appear to prefer to talk to others who 
are knowledgeable about cancer; other cancer patients and doctors, for example. 
Therefore, fonnal services such as telephone help lines, cancer organisations and 
support groups may fulfil this particular need. 
Another explanation for the high rate of men using both infonnal and fonnal 
support may be related to an individual's infonnal network encouraging engagement 
in fonnal services. In Eakin and Strycker's (200 I) study into participation in a prostate 
cancer support group, higher levels of social support were found to predict 
participation. Although seemingly contradictory, the authors concluded that prostate 
cancer patients with higher levels of social support, particularly from a spouse who 
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encouraged participation, may be more open to attending a support group. This 
finding is also consistent with Addis and Mahalik's (2003) contention that individuals 
in a man's social group can act as a facilitator to help-seeking. 
The findings regarding the use of both informal and formal support appear to 
contradict the model of professional help-seeking proposed by Jorm et al. (2004). This 
model states that when an individual experiences distress they initially use infomlal 
network interactions to help alleviate the distress, but if the distress increases and 
further strategies within the person's available resources fail to alleviate it, an 
individual will seek out professional help. This type of action may indicate the failure 
of the first (interaction with family and friends) and second types (self-help strategies) 
of action to reduce distress (Jorm et aI., 2004). However, Taylor et al. (1986) 
concluded that inadequate or unavailable support from family and friends may only 
modestly be related to participating in a support group, in that the cancer patients who 
had experienced social support strains or difficulties were not more likely to join 
support groups. This indicates that the failure of family and friends to alleviate distress 
does not necessarily mean that individuals completely reject the support offered by 
these sources in favour of fomlal support. Professional help may provide a different 
dimension of supportive care, thereby supplementing the support offered infomlally 
rather than replacing it. 
4.8. Aim 8. D!ff'erences between Participants and Non-Participants in Formal 
Psychosocial Support Services 
The hypothesis that participants in formal support services would report higher 
levels of distress than non-participants, as was found in the Plass and Koch (200 I ) 
study, was not supported. One explanation for this is the timing of the measures. As 
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previously mentioned, a limitation of this study is that the measures of psychological, 
physical and social wellbeing ask about symptoms or beliefs experienced in the past 
few weeks or days. Questions relating to use of psychosocial support are retrospective, 
and relate to use of support at any time over the individual's cancer illness. 
Consequently, the levels of emotional, physical and social distress may have been 
higher at the time that formal support was initially sought, as would be predicted by 
Jorm et aI.' s (2004) model of professional help-seeking. Furthermore, participation in 
formal support services over time may have acted to reduce the level of distress, as 
shown in other studies highlighting the benefits of formal psychosocial interventions 
for cancer patients (Campbell et aI., 2004; Devine & Westlake, 1995; Hogan et aI. , 
2002). 
Although no difference between participants and non-participants was evident 
on the overall level of emotional distress, the participants reported significantly higher 
scores than non-participants on the "Psychoticism" dimension of the Brief Symptom 
Inventory. This dimension represents a graduated continuum from mild interpersonal 
alienation to dramatic psychosis. Although it includes items that are first-rank 
symptoms of schizophrenia, it also includes items indicative of a withdrawn and 
isolated lifestyle. The mean scores on the "Psychoticism" dimension were well below 
the cut-off score for probable caseness, indicating that the symptoms reported were on 
the lower end of the continuum, and therefore related to mild interpersonal alienation 
or isolation. As previously discussed, loneliness is a common experience for cancer 
patients, and over 80% of the men who gave reasons for participating in formal 
support services reported feeling lonely. 
The hypothesis that men who participated in formal psychosocial support 
services would report higher levels of physical distress than those men who did not 
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participate, was not supported. Levels of physical distress were similar for participants 
and non-participants, and were generally low for both groups, compared with levels 
reported in the Plass and Koch (200 I) study. The explanation for this finding may be 
related to the previously discussed limitation of comparing data from current and 
retrospective measures, but may also be related to the potential accJimatisation of the 
physical symptoms of prostate cancer outlined earlier in this discussion. 
In regard to social support, the hypothesis that participants would report a 
lower perceived level of social support than non-participants was not supported. This 
finding is possibly a reflection of the earlier made contention that individuals who 
participate in formal support do so due to encouragement from their informal support 
network, and that participation in formal support is not necessarily a result of 
forsaking informal support. An alternative explanation may be the contention made by 
Thoits (1986) that social support may be considered an aid to coping rather than as a 
means of actually reducing distress. Thus an individual may have an adequate 
informal support network, but may still experience significant distress for which they 
seek out formal sources of support to alleviate. 
4.9. Aim 9. D(llerences between Participants and Non-participants on 
Demographic Data 
Demographic data analyses revealed few significant differences between the 
demographic profile of participants and non-participants. The hypothesis that 
participants would be younger than non-participants was supported. This is consistent 
with other studies (Grande et aI., 2006; Plass & Koch, 200 1) reporting higher 
participation rates in fomlal support services of younger cancer patients. Plass and 
Koch (200 1) stated that the age difference did not necessarily mean that older patients 
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had a less objective need for psychosocial support. Rather they proposed that the 
results implied specific reservations about psychosocial support held by older patients. 
Furthermore, in their study of unmet needs of cancer patients, where an age difference 
was found in the disclosure of needs, Sanson-Fischer et al. (2000) proposed that this 
may reflect a difference in attitudes toward reporting unmet needs; in other words, 
younger people may be more amenable to disclosing such needs, in contrast with older 
adults, who may believe that they should be able to cope and hence keep their needs 
more private. This explanation is consistent with the themes of independence and 
stoicism previously discussed in the CUlTent study. 
In a similar finding to that of Plass and Koch (200 I), participants were not 
found to have a higher level of education than non-participants. This is inconsistent 
with the demographic profile of psychosocial support service participants generally 
reported in the literature (Anderson, 1992; Eakin & Strycker, 200 I; Grande et aI., 
2006; Meyer & Mark, 1995). The majority of men in the current sample reported a 
primary or secondary level of education, with very few men holding a university 
degree. Therefore the sample was fairly homogenous in regard to education. Since the 
average age of the men was close to 70 years, access to higher education may have 
been limited for these men when they were of school age. Furthermore, residing in a 
rural area necessarily limits access to higher education, and for men working the 
family farm, higher education would not have been a necessity. 
The hypothesis regarding participants having more access than non-
participants to services due to their place of residence and place of treatment was not 
supported. Again, access and availability to services in the geographic region under 
investigation do not appear to have influenced formal support service use. 
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One difference that was significant in the demographic profiles was in 
employment status. Men who were working (full-time, part-time or casual) were 
likely to be participants in a formal support service,whereas men not working (the 
majority were retired in this study) were likely to be non-participants in formal 
services. This finding may be related to the significant difference in age of the two 
groups of men, as men who are retired are generally older than those still in the 
workforce. 
4.10. Aim 10. D~fferences between Participants and Non-Participants on b?formal 
Psychosocial Support Use 
Comparisons between men who used informal support and those who did not 
were made, but should be treated with caution due to the small sample size of one of 
the groups. As there were only ten men who reported not using any informal support, 
generalisation is difficult, however the results are nonetheless of interest. 
Although no difference between participants and non-participants was evident 
on the overall level of emotional distress, the participants reported significantly higher 
scores than non-participants on the "Phobic Anxiety" dimension of the Brief 
Symptom Inventory. This dimension relates to persistent fear response, to a person, 
place, object or situation that is irrational and disproportionate to the stimulus and 
leads to avoidant behaviour. Items in this dimension ask about fears relating to being 
in open spaces, in crowds, on transport and nervousness at being left alone. It might be 
reasonable to assume that men who report not using informal support might generally 
engage in avoidant behaviours, and that they may have an underlying uneasiness in 
social situations. 
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The hypothesis that men who reported using informal support would score 
higher on a measure of perceived social support than those men who did not use 
informal support was not supported. The finding may be an anomaly due to the small 
sample size involved, or it may reflect the notion that although a man has an infomlal 
network of support, it does not mean he will utilise it. Reference was made to this 
notion in the cun'ent interview data, and is related to the previously discussed issue of 
selective use of sources of support, particularly in regard to friends. 
Furthennore, the specialist interviewed spoke of a small number of patients 
who do not disclose their illness to their family. Non-disclosure, as reported in 
research literature is often due to a low perceived need for support, fear of 
stigmatisation, the need to minimise the threat of illness to assist with coping, 
practical necessities relating to their workplace, and the desire to avoid being a burden 
to others (Gray et aI., 2000). Therefore, it may be reasonable to assume that men may 
choose not to utilise an infonnal network for psychosocial support, and may prefer to 
either cope on their own, or rely on their medical specialist for support, both of which 
have been evidenced in this study. 
4.11. Limitations of the Current Study 
The results of the current study need to be considered in the light of a number 
of limitations. First, men with cancer in different tumour streams were under-
represented, with prostate cancer cases being the predominant diagnosis. 
Consequently many of the conclusions made in the discussion were based on previous 
research into men with prostate cancer. The issues evident in dealing with prostate 
cancer may not necessarily generalise to cancer in other tumour streams. Also over-
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represented in the current study were men aged 60 years and over. It is therefore 
difficult to generalise the findings to younger men. 
Second, the data represents the views of cancer patients in one region in one 
Australian state and may therefore limit the generalisability of the results to other 
states and territories. Third, the sample was relatively small meaning that group sizes 
for some statistical analysis were small, which has implications for generalising from 
the results. 
A further limitation related to the recruitment of participants. Given the nature 
of third party recruitment, in which ethical consideration must be given to the 
protection of participant anonymity, survey distribution rates and response rates are 
difficult to determine. Related to this is the issue of homogeneity of the sample across 
the various third party recruiters. The possib Ie influence of the practices of a particular 
recruiting specialist was mentioned as a potential influencing factor in this study. 
However, the potential effects of other factors relating to the source of recruitment, for 
example, prior or current participation in a support group or attendance at a particular 
clinic need to be addressed in future research. 
Additionally, there were limitations to the questionnaire pertaining to the 
sections on psychosocial support awareness, use and level of satisfaction. As these 
sections were developed for this current study, the reliability and validity of the items 
were not established. Furthemlore, parts of the questionnaire were retrospective, in 
that patients were asked to recall reasons for using or not using psychosocial support. 
It is probable that patients' needs and motivations for psychosocial support varied 
over the course of their illness and it is not possible to assess this using the current 
methodology. Additionally, given the research findings that men may under-report 
psychosocial difficulties due to perceived notions of masculinity, self-report 
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questionnaires may be inadequate in determining the true level of distress among male 
cancer patients. 
Finally, our qualitative study depended on patients' willingness to meet with 
the researcher for a one-time interview. Hence, the patients who participated were 
willing and able to voice their views on psychosocial support and describe their 
participation in it. Consequently, the sample may have been biased towards men who 
were relatively well, proactive and socially skilled, and the views of men who were 
not managing well may have gone unheard. 
Despite the limitations outlined above, the contribution of the current study is 
that it is the first to investigate men with cancer living in rural and regional areas of 
Australia, and their participation or not in formal and informal psychosocial support. 
An advantage of this study was in its mixed methodology. Reflecting Bloch et aJ.'s 
(2007) comment that mixed methods of data collection warrant serious consideration, 
the qualitative data collected for the current study was a valuable complement to the 
quantitative data. In addition, although not a large sample, recruitment across settings 
(public and private oncology clinics, support groups and private specialist clinics) 
increased the representativeness of the sample. 
4.12. Conclusions and Future Research 
Despite high rates of awareness and use of psychosocial support, a substantial 
number of men in the current sample were currently experiencing significant 
emotional distress. This was despite the majority of men being diagnosed with cancer 
for over two years, and over half of the men having participated in some form of 
fomlal support service. This indicates that there a third of men have ongoing 
emotional needs that are not being met formally or informally. 
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In temlS of formal psychosocial support, the most frequently used fomlal 
service was a cancer support organisation. As these organisations offer both 
informational and emotional support, it is possible that participation in formal support 
services that specifically address issues of mental health may be beneficial to men 
with cancer living in rural and regional areas. 
Emotional distress was evident in one third of the sample of men despite high 
levels of and satisfaction with informal support. This suggests that while infomlal 
support may address some psychosocial needs, for example instrumental and practical 
needs, it may not satisfy the men's emotional needs. A review of the literature on 
psychological adjustment to prostate cancer concluded that a lack of emotional 
expression has a negative impact on psychological wellbeing (Bloch et aI., 2007). The 
demonstrated reluctance of men to discuss emotional aspects of their cancer, and their 
preference for informational support over emotional support, suggests that some men 
may be particularly vulnerable when dealing with the emotional impact of cancer. 
Given the importance of the supportive roles of wives and partners, it may be 
beneficial to include them in strategies to improve men's emotional adjustment to 
cancer. Zakowski et al.' s (2003) suggestion that interventions designed to help 
patients communicate their emotions should include the partner to increase his/her 
awareness of the patient's need for talking about the cancer experience appears to 
have merit. Improved communication between spouses may act to ease the burden of 
care that, as shown in this study, often falls to the wife of the cancer patient. Peleg-
Oren and Sherer (2001), in their study of cancer patients and their spouses, suggested 
that spouses should not be treated automatically as natural support systems but should 
be regarded as individuals undergoing their own crisis. In light of the recognition 
given to the needs of the cancer patients' spouses, research has begun documenting the 
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psychosocial support needs of carers of cancer patients. Couper et al. (2006) in a 
review of the literature on the psychosocial adjustment of female partners of men with 
prostate cancer, found that the partners reported more distress than the patient, 
believed the patient to be more distressed than they actually are, and were not as 
concemed about sexual function as their partners were. The authors of this review 
noted that there exists a key 'relational' dimension involved in men's adjustment to 
prostate cancer. The current research, which has highlighted the reliance of men on 
their wives, endorses the recommendation made by Couper et al (2006) and Zakowski 
et al. (2003) that future research into the psychosocial impact of cancer on men 
incorporates the partner alongside the patient. 
While the supportive care burden experienced by spouses and partners is now 
recognised in the literature, a finding of interest in this study was the support provided 
by adult daughters. Future research should further investigate the role of adult 
daughters in providing psychosocial support to their parents, and the effect this role 
has on the daughter's wellbeing. 
Given that the majority of men reported that their wives were their main 
source of support, there are implications from this research for men without partners. 
Future research may need to include a larger sample of un-partnered men to 
investigate their specific pattems of formal and informal psychosocial support use. As 
indicated by Parker et al. (2003) individuals who are single, who do not have or have 
difficulty accessing support from others may be at increased risk for distress. Helping 
men to identify additional sources of support in cases where there is no 
spouse/partner, or where spouses/partners are unable to act as a consistent support 
provider, as proposed by Zakowski et al. (2003), may prove to be a useful strategy. 
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Other cancer patients may provide a starting point, given the high use and helpfulness 
of this source of support reported in the current study. 
Of particular interest in this sample of participants was the tension evident 
between opinions of health professionals and opinions of men living with cancer, 
particularly in regard to perceived barriers to help-seeking. Health professionals 
reported that awareness and access were barriers to psychosocial support service use, 
yet few men in the current sample described being impeded by such barriers. As 
proposed by Biddle, Donovan, Sharp, and Gunnell (2007) in their study of young 
people's help-seeking behaviours, this type of finding challenges the image of barriers 
as structural obstacles constraining 'willing' individuals. They argued that the concept 
of barriers provides a convenient means of approaching help-seeking by exchanging 
complexity for crude 'measurable' categories, but does not take into account the 
individuals experiences of negotiating illness behaviour. The current study offers 
evidence to reflect this view, in that, what have been traditionally regarded as barriers 
to help-seeking among cancer patients, such as health system procedures, lack of 
referral, and lack of access, may in fact be less critical than characteristics of an 
individual patient that drive or impede action. 
Particularly relevant to the current study was the influence of socially 
constructed gender norms on help-seeking behaviour. The study provided evidence of 
the masculine norms of stoicism and independence, and their relationship to 
participation in psychosocial support. Stoic behaviour displayed in minimising 
symptoms and indicating the absence of any emotional problems, was evident among 
the current sample of men, as was the notion of independence, with men indicating 
their ability to cope on their own. Both stoicism and independence were related to 
reasons for not participating in formal or infomlal support. Given that a review of the 
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literature on psychological adjustment to prostate cancer concluded that coping 
involving interpersonal awareness and expression of emotions was linked to improved 
adjustment (Bloch et aI., 2007), future research might include interventions which 
address ways of breaking through socially constructed gender nomlS. 
In addition to overcoming traits that impede behaviour, there is arguably value 
in encouraging traits that propel action. The trait of agency appeared to be related to 
help-seeking among the men interviewed. While agency might be a trait particular to 
this group of men, and may indeed explain their participation in an interview, it may 
explain the relatively high level of participation in formal services reported by the 
current sample. Perhaps the men who participated in formal support services had 
higher levels of agency than those who did not participate. As indicated by Grande et 
al. (2006) in their study of participation in support groups, use of such services may be 
influenced by whether individuals with cancer see themselves as people who normally 
deal with adverse situations in a constructive manner. Future research into use of 
services would benefit by the inclusion of a measure of agency. 
Consequently, the characteristics of the individual seeking help appear to be 
equally ifnot more important than any structural barriers identified in this study. This 
is not to say that availability and access to psychosocial support services should not be 
improved or maintained. Men in the current study appeared to be aware of at least one 
formal support service, but translating this awareness into participation in a service 
that addresses emotional and general mental health issues appears to be a challenge. 
Research that seeks to identify ways of presenting formal support to men that facilitate 
access would be valuable. However, it is clear that many men manage well with the 
support of their informal network; therefore participation in formal psychosocial 
support services may not be appropriate for all men with cancer. Future research 
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should seek to identify men who are emotionally distressed and not participating in 
formal support, and investigate ways to engage such men in formal support services. 
Furthermore, research should seek to investigate interventions that address the impact 
of socially constructed gender norms, such as stoicism and agency, on seeking 
psychosocial support. 
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Appendix A 
Plain Langllage Statement - Cover Letter 
Informational and emotional support services and needs of people with cancer 
in rural and regional Victoria 
Dcar Potcntial Participant, 
We invitc you to participate in a study being conducted by Denise Corboy, a Master of Applied 
Science (Psychology) Research student, under the supervision of Dr. Suzanne McLaren and Dr. John 
McDonald, at the University of Ballarat. This research is funded by the Grampians Integrated Cancer 
Service located at Ballarat Hcalth Scrvices. 
Thc aim of this research is to examine the types of informational and emotional support 
available to and utilised by peoplc living with canccr in the Grampians region of Victoria. It is 
anticipated that thesc research findings will shed light on the support needs of both men and women 
living with cancer in the region, and will provide local cancer services with details about the types of 
support accessed by clients, as well as any gaps in the delivery of support to clients. 
Recruitment of participants will occur via local cancer spccialists. This will enable the 
rcsearehers to reach the widest possible sample whilst preserving the identity of potential participants. 
The researchers will not know the name of any cancer patient. Also, your cancer specialist will not 
know whether you have participated in this study. In addition, your choice to participate, or not 
participate, in this research will in no way affect the ongoing assessment, management, or treatment of 
your cancer illness. 
If you volunteer to participate in this research, you will be asked to complete a questionnairc 
which covers such areas as: your awareness and use of informational and emotional support; your 
current physical and emotional health; your relationships with family and friends. We will also ask 
some questions about you (e.g., gender, age) and your cancer illness (e.g., time since diagnosis, 
treatment). Your name is not required on the questionnaire, hence protecting your anonymity. When 
completed and returned, your anonymous questionnaire will form part of a larger database, from 
which only group data will be reported. Data collected will be securely stored at the University of 
Ballarat, and destroyed after a period of five years. 
The questionnaire will take approximately 30 minutes to complete, and it is important that 
each question be answered as honestly as possible for the research to be of significant value. You may 
withdraw your participati.on without repercussion now, or at any time whilst completing the 
questionnaire (particularly if you experience distress). Please understand that once you have 
completed the questionnaire, we will be unable to identify your anonymous questionnaire amongst the 
larger pool, henee withdrawal at this stage will not be possible. Returning the completed questionnaire 
indicates that you understand the nature of the research and frecly consent to participate in the study. 
If you have any concems during or after completion ofthe questionnaire, you are encouraged 
to discuss these with the researchers or your doctor. Should you prefer to retain your anonymity, 
Lifeline is available 24-hours-a-day on I3 1114. 
A summary of results will be available late 2007. Participants interested in receiving this 
information are asked to contact us and a summary will be postcd out. Additionally, it is anticipated 
that summaries of the research will appear in the media and on the University of Ballarat's website. 
Thank you for considering participating in our study. 
Dr Suzanne McLaren 
Principal Researcher 
T: 03 5327 9628 
E: s.mclaren@ballarat.edu.all 
Denise Corboy 
Student Researcher 
T: 03 53279516 
E: d.corboy@ballarat.edll.au 
Dr. John McDonald 
Associate Researcher 
T:03 5327 9818 
E: j .mcdonald@ballarat.edll.au 
Note: This research has been approved by the Human Research Ethics Committee at the University of Ballarat. Should you 
have any conccms about the conduct of this research project, please contact the Executive Officer, Human Research Ethics 
Committee, Research and Graduate Studies Office, Univcrsity of Ballarat, PO Box 663, Mt Helen, VIC 3353. Telephone: 03 
53279765 
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Psychosocial Support 
Questionnaire 
Psychosocial support services and needs of people with cancer 
in rural and regional Victoria 
School of Behavioural & Social Sciences & 
Humanities 
Supported by Grampians Integrated Cancer Service 
Prepared by: 
Dr. S. Mclaren 
Dr. J. McDonald 
Ms. D. Corboy 
November, 2006 
I 
· 0 o . 
I. Many patients with cancer feel they need to learn more about their type of cancer and their treatment 
options. As well, they may feel shocked,upset, angry, bewildered and depressed when they think about 
their cancer. There are many places where it is possible to get information, advice and support about cancer 
and its treatment. Below is a list of such resources. .0 
For each item on this list please indicate ~ in the left column if you ~re aware of such pla~es t~ get information and 
support. In the right column indicate whether or not you have used each of these resources. If you have not used a 
resource place a.tick in the No column beside that resource. If the answer is Yes, you have used that resource, 
indicate in one of the columns how helpful this resource was as a source of information and/or emotional support . 
.--
Are you aware Have you used this resource? 
of this resource? No Yes, and I found this support to be .... 
No Yes Not at all Slightly Somewhat Very Extremely 
helpful helpful helpful helpful helpful 
Family doctor/GP 0 0 0 0 0 0 0 0 
Physician 0 0 0 0 0 0 0 0 
Medical Oncologist 0 0 0 0 0 0 0 0 
Radiation Oncologist 0 0 0 0 0 0 0 0 
Radiation Therapist 0 0 0 0 0 0 0 0 
Surgeon 0 0 0 0 0 0 0 0 
District or Bush Nurse 0 0 0 0 0 0 0 0 
Community Health Nurse 0 0 0 0 0 0 0 0 
Specialist Nurse (eg. Chemotherapy / Prostate nurse) 0 0 0 0 0 0 0 0 
Palliative care 0 0 0 0 0 0 0 0 
Occupational Therapist 0 0 0 0 0 0 0 0 
Physiotherapist 0 0 0 0 0 0 0 0 
Speech Pathologist 0 0 0 0 0 0 0 0 
Dietician 0 0 0 0 0 0 0 0 
Psychologist 0 0 0 0 0 0 0 0 
Psychiatric Service 0 0 0 0 0 0 0 0 
Social Worker 0 0 0 0 0 0 0 0 
Counsellor 0 0 0 0 0 0 0 0 
Self help group 0 0 0 0 0 0 0 0 
Community agencies 0 0 0 0 0 0 0 0 
Telephone-based counselling 0 0 0 0 0 0 0 0 
Transport services (eg. Vic. Patient Transport 0 0 0 0 0 0 0 0 
Assistance Scheme) 
Cancer Council of Victoria 0 0 0 0 0 0 0 0 
Organisation for your specific type of cancer (eg. 0 0 0 0 0 0 0 0 
Prostate Cancer Foundation, Ovarian Cancer Network, 
. Australian Lung Foundation) 
Complementary therapy 0 0 0 0 0 0 0 0 
Family members 0 0 0 0 0 0 0 0 
Friends, neighbours 0 0 0 0 0 0 0 0 
Work colleagues 0 0 0 0 0 0 0 0 
Other cancer patients 0 0 0 0 0 0 0 0 
Books, pamphlets, brochures 0 0 0 0 0 0 0 0 
Internet-based information 0 0 0 0 0 0 0 0 
Internet-based discussion 0 0 0 0 0 0 0 0 
Media (TV, radio, newspaper) 0 0 0 0 0 0 0 0 
Religion or clergy 0 0 0 0 0 0 0 0 
~ bOther, please specify/ . 0 0 0 0 0 0 0 0 
.0 
2. If you have used any of the services listed on the previous page, how did you find out about it? .... 
fioumay m_~~~ _'!l_?re_!~~n ?~~ area) .___ __ . ____ .. __ .. _ 
o family/friends 
o media (internet, tv, newspapers, books, pamphlets) 
o other cancer patients 
o cancer medical specialist (surgeon, medical or radiation oncologist) 
o doctor/GP 
o radiation therapist 
o nurse (chemotherapy or specialist nurse) 
o psychologist/psychiatrist 
o social worker 
o other medical personnel 
o Other, please specify: / 
3. Which of the following statements best describes the level of support you are currently receiving from health 
professionals and others around you to help you cope with your cancer illness? 
o I am receiving enough support to meet my needs 
o I am receiving some support but would like more 
o I am not receiving any support but would like to 
o I am not receiving any support and am satisfied with this situation (please go to 0.7) 
4. -Patients with cancer can experience a variety of emotions, such as anxiety, depression, despair, anger, : 
resentment and withdrawal. There are a number of places where support in dealing with emotional problems 
can be obtained. In which of the following areas would you like additional emotional support? .~, 
JY~~~~r..,!lark m?r~!.han ~~~~~at ____ ~ ____ ...... _____ .. _ .... _ ..... ___ .. ___ ...... _ .....____ ......... __ .. _ ...... __ ..... ___ ...... _ ........... _ ... ___ _ 
o In the medical and health area (eg. With physical discomfort, pain or fatigue, or side effects) 
o Psychological support (eg. In dealing with the illness and its associated worries, anxiety or distress) 
o Family matters (eg. Carer needs, or in talking to those close to you about your situation) 
o In the social area (eg. With work or financial concerns) 
o In the spiritual area (eg. Religious matters, or addressing hopelessness, despair) 
o Other, please specify: / _____________________ _ 
5. If you would like additional information at the moment about your cancer and related issues, in which of the 
. following areas would you like it? (You may mark more than one area) . 
o My diagnosis/illness 
o Diagnostic measures (eg. X-rays, biopsies) 
o Different methods of treatment (eg. Surgery, chemotherapy, radiation therapy) 
o Risks/side effects of treatment 
o Aftercare and rehabilitation 
o Psychological support services (eg. Counselling, support groups) 
o Welfare support sevices (eg. Assistance with practical issues like finances, work or transport) 
o After-effects of treatment 
o Other, please specify: / 
-
2 
, If you have used professional psychosocial ~upport services (information andtor emotional support provid~ 
by medical, allied and mental health personnel, hospitals, agencies and cancer support associations), which 
of the following statements describe your reasons for using such services? 
" ..(You may' mark more than one statement) -' ;c. ' ,' 
o I have not used any professional support services (please go to O. 7) 
o I felt physically unwell 
o I felt emotionally unwell 
o I felt lonely 
o Friends/family turned away from me 
o I hoped to meet with people in a similar situation 
o I wanted distraction from my illness 
o Family and/or friends suggested professional support 
o My doctor recommended professional support 
o I expected substantial benefits 
o A support program had helped me before 
o I wanted to understand and cope with my illness 
o The illness made me feel that I had to change something in my life 
o I had other problems not related to my illness 
o Other, please specify: /' __________________ _ 
I I----------------------------------------------~ 
If you have not used professional psychosocial support services (information and/or .. emotional support . 
provided by medical, allied and mental health personnel, hospitals, agencies andeancer support 
associations), which of the following statements describe your reasons for not using such services? 
- 7 . 
(You may mark more thaIl one statement) 
o I have used professional support services (please go to O. 8) 
o There is a lack of choice of professional support services in my area 
o I would have to travel too far to access professional support services 
o I cannot afford the cost of professional support services 
o I have not been given any information about professional support services 
o I can cope on my own 
o Professional psychosocial support cannot help me 
o I have no emotional problems 
o I do not want help from strangers 
o I have no confidence in the staff at support agencies 
o I prefer to talk with clergy about my problems 
o I am overwhelmed by too many people wanting to help me 
o I do not think that the support staff would understand me 
o I have sufficient support from my family 
o I have sufficient support from my friends 
o Other patients are in more need of support than I am 
o Seeking outside support is a burden for my family 
o Other, please specify: ,/ ___________________ _ 
3 
-
4 
8.t lf you haveosed informal PSY~hOsocials~pport" (that support provided by family, friends, church, work 
colleagues, and other_cancer patients), which of the following statements describe your reasons for using 
-informal support? , <,' ~,,~':- ' "5 
·~.-3. .: ' .- _.- _. . ~;~jr·:~·:=·:· 
>;( (YOU-rTl~:;!:~~;; t~~n o;;'~t~~~~~' 
a I have not used any informal support (please go to Q. 9) 
a I felt physically unwell 
a I felt emotionally unwell 
a It is practical to rely on informal support 
a I do not feel comfortable receiving support from strangers 
a Professional support was not sufficient 
a I hoped to meet with people in a similar situation 
a I wanted distraction from my illness 
a My informal network is more available to me than professional support 
a My informal network understands me more than a professional support service would 
a I expected substantial benefits 
a I wanted to understand and cope with my illness 
a The illness made me feel that I had to change something in my life 
a Other, please specify: ,, ____________________ _ 
9. If you have not used informal psychosocial support (that support provided by family, friends, church, work 
colleagues, and other cancer patients), which of the following statements describe your reasons for not 
using informal support? ' , -
(You may mark more than one statement) 
a I have used informal support (please go to Q. 10) 
a I can cope on my own 
a Informal support cannot help me 
a I have no emotional problems 
a I have no one to provide this type of support for me 
a I do not want to burden others with my problems 
a It is difficult for me to be dependent on others 
a I prefer to talk with my doctor about my problems 
a I prefer to use professional support services 
a I am overwhelmed by too many people wanting to help me 
a I do not think that my family and friends would understand me 
a Other, please specify: / ___________________ _ 
q 
,.. .. ~ .t .~:: ~ :.~.':: .\r ~ "" :'"_ ~~:f~:,~ - ' .::,,: 
J. The following is a list of physical complaints. Patients~with different types of canc~r may experience different 
physical symptoms. Because of the generic natu~eof this list, sOllie of the complamts listed below ?,ar not 
be related to your type of cancer at all, and you may experien~e symptoms that d~n~t appear on thiS list. 
With this in mind, please mark whether or not you have experienced each complaint In the last ~eek, a~d If 
experienced how severe the complaint was. , - T --;i~j .. ' "'" 
I experienced this complaint .... 
Not at all Moderately Very strongly 
~ 
II. Nausea 0 0 0 
l. Shortness of breath 0 0 0 
J. Cough 0 0 0 
II. Sore mouth/lips 0 0 0 
, ~, Diarrhoea 0 0 0 
o. Flatulence 0 0 0 
r. Constipation 0 0 0 
~. Tingling in hands and feet 0 0 0 
~. Fever (cold and shivering) 0 0 0 
~ . Hair loss 0 0 0 
I. Urinating more frequently 0 0 0 
2. Difficulty swallowing 0 0 0 
3. Headache 0 0 0 
4. Weakness 0 0 0 
5. Skin change and/or itchinq 0 0 0 
6. Pain 0 0 0 
1. Hearing loss 0 0 0 
8. Loss of vision 0 0 0 
9. Change in taste 0 0 0 
O. Dizziness 0 0 0 
.1. Tiredness 0 0 0 
e. Loss of concentration or memory 0 0 0 
3. Loss of sleep 0 0 0 
4. Dry mouth 0 0 0 
5. Sweating 0 0 0 
6. Moodiness 0 0 0 
7. Angry or agitated 0 0 0 
8. Nightmares or restless sleep 0 0 0 
9. Anxiety 0 0 0 
O. Depressed mood 0 0 0 
II. Loss of interest 0 0 0 
2. Boredom 0 0 0 
3. Loss of apetite 0 0 0 
4. Weight loss 0 0 0 
5 
11.- Please read each item carefully, then tickthe-one answer for each item which most applies to you over the 
~ast few weeks. _ - -- - • -;7 
Never or Sometimes Often Always or 
rarel almost alwa s 
1. I am comfortable with the number of friends I have 0 0 0 0 
2. I am comfortable talkin to stran ers 0 0 0 0 
3. 0 0 0 0 
4. I show others when I care about them 0 0 0 0 
5. I encoura e eo Ie to talk about their feelin s 0 0 0 0 
6. I initiate contact with eo Ie 0 0 0 0 
7. I confide in m friends 0 0 0 0 
8. I want to be of service to others 0 0 0 0 
9. 0 0 0 0 
0 0 0 0 
11. Other eo Ie like me 0 0 0 0 
12. I feel that no one cares about me 0 0 0 0 
13. I am shy 0 0 0 0 
12. Here i~ a .list of problems people sometimes have. Read each one carefully and ti~k the response that best 
descnbes HOW MUCH THAT PROBLEM HAS DISTRESSED OR BOTHERED YOU DURING THE PAST 7 DAYS 
INCLUDING TODAY. Tick one answer for each problem. How much were you distressed by: - c_ 
Not at all A little bit Moderatelv Quite a bit Extremely 
1. Nervousness or shakiness inside o o o o o 
2. Faintness or dizziness o o o o o 
3. The idea that someone else can control your thoughts o o o o o 
4. Feeling others are to blame for most of your troubles o o o o o 
5. Trouble rememberinq thinqs o o o o o 
6. Feeling easily annoyed or irritated o o o o o 
7. Pains in heart or chest o o o o o 
8. Feeling afraid in open spaces or on the streets o o o o o 
9. Thoughts of ending your life o o o o o 
10. Feeling that most people cannot be trusted o o o o o 
11. Poor appetite o o o o o 
12. Suddenly scared for no reason o o o o o 
13. Temper outbursts that you could not control o o o o o 
14. Feeling lonelv even when you are with people o o o o o 
15. Feeling blocked in getting things done o o o o o 
16. Feeling lonely o o o o o 
17. Feeling blue o o o o o 
6 
II Not at all A little bit Moderatelv Quite a bit Extremely 
J. Feelino no interest in thinqs 0 0 0 0 0 
.1. Feelino fearful 0 0 0 0 0 
l. Youl feelings being easily hurt 0 0 0 0 0 
I. Feelino that people are unfriendly or dislike you 0 0 0 0 0 
1. Feelino inferior to others 0 0 0 0 0 
l. Nausea or upset stomach 0 0 0 0 0 
It Feelino that you are watched or talked about by others 0 0 0 0 0 
I,. Trouble fallinQ asleep 0 0 0 0 0 
O. Havino to check and double-check what you do 0 0 0 0 0 
'i. Difficulty makino decisions 0 0 0 0 0 
~. Feeling afraid to travel on buses, subways, or trains 0 0 0 0 0 
9. Trouble getting your breath 0 0 0 0 0 
O. Hot or cold spells 0 0 0 0 0 
I. Having to avoid certain things, places, or activities because 0 0 0 0 0 
they frighten you 
2. Your mind goinq blank 0 0 0 0 0 
3. Numbness or tingling in parts of your body 0 0 0 0 0 
4. The idea that you should be punished for your sins 0 0 0 0 0 
5. Feeling hopeless about the future 0 0 0 0 0 
6. Trouble concentrating 0 0 0 0 0 
7. Feeling weak in parts of your body 0 0 0 0 0 
8. Feeling tense or keyed UP 0 0 0 0 0 
9. Thoughts of death or dvina 0 0 0 0 0 
O. Having urges to beat, injure, or harm someone 0 0 0 0 0 
I. Having urqes to break or smash things 0 0 0 0 0 
2. Feeling very self-conscious with others 0 0 0 0 0 
3. Feeling uneasy in crowds, such as shopping or at a movie 0 0 0 0 0 
4. Never feelino close to another person 0 0 0 0 0 
5. Spells of terror or panic 0 0 0 0 0 
6. Getting into frequent arguments 0 0 0 0 0 
1. Feeling nervous when you are left alone 0 0 0 0 0 
~. Others not giving ~ou ~ro~er credit for ~our achievements 0 0 0 0 0 
,9. Feeling so restless you couldn't sit still 0 0 0 0 0 
~. Feeling of worthlessness 0 0 0 0 0 
it Feeling that people will take advantaqe of you if you let them 0 0 0 0 0 
Q. Feelings of guilt 0 0 0 0 0 
'3. The idea that something is wrong with your mind 0 0 0 0 0 
7 
-.....--
13. Please answer the following general questions about you. - 14. Please answer the following questions about your cancer illness. 
1. What is your gender? a Male a Female 
2. What is your age? 
3. What is the postcode at your usual address? What town/suburb do you live in? ______ _ 
4. If you live in a rural area what is your nearest township? ________ _ 
How far away is it? ___ ,km 
5. What is your current relationship status? a Married a Single a Widowed a Separated 
a Divorced a Defacto a Same-sex relationship 
a Other, please specify: /' ________ _ 
6. What is your highest education level achieved a Primary school a Secondary school 
a T AFE/trade cerificate 
a University - undergraduate a University - postgraduate 
o Other, please specify: /' ________ _ 
7. What is your current employment status? o Full time _____________ _ 
(please specify your job title) 
a Part-time/casual ___________ _ 
(please specify your job title) 
o Home duties 
a On leave from work due to cancer illness 
- Number of days sick leave taken due to cancer illness? 
__ days 
o On a pension due to cancer illness 
a Unemployed - Years/months unemployed ___ _ 
a Retired - Years retired __ _ 
(please specify your former occupation) 
8. What is your annual household income before tax? 0 less than $10,000 a $10,000 - $19,999 
a $20,000 - $29,999 a $30,000 - $39,999 
a $40,000 - $49,999 a $50,000 - $59,999 
0$60,000 - $69,999 a $70,000 and above 
9. Is the residence in which you normally reside ..... 
10. Do you have any children? 
8 
a owned by you? 
a mortgaged/being paid off by you 
a rented by you? 
a No a Yes If yes, how many? === =-_ _ -' 
:) genito-urinary (prostate, bladder, kidney, testis) 
:) haematological (lymphomas, leukaemia, myeloma) 
:) upper gastro-intestinal (oesophagus, stomach, pancreas) 
:) central nervous system 
:) colorectal 0 lung o head and neck 
:) breast 0 skin o gynaecological 
o Other, please specify: '" ______ _ 
2. Time since diagnosis? 0 less than 3 months 0 4-12 months a 13-24 months a More than 2 years 
3. Have you undertaken any of the following treatments? In the past? Currently? 
Chemotherapy 
Radiotherapy 
Surgery 
Alternative Techniques or Medicines 
Other, please specify: '" ____________ _ 
15. Please answer the following questions about travel related to your cancer illness. 
1. How far do you travel to see your doctor/GP? kms 
0 0 
a 0 
0 0 
0 0 
0 a 
2. How far do you travei to see your cancer specialist (surgeon, medical or radiation oncologist)? kms 
3. Please indicate below how far and how often you travel for cancer treatment, and whether you need to stay away from 
home on these occasions. 
I have received cancer Distance travelled How many times have Does this trip require you to 
treatment at: (return trip) you made this trip? stay away from home? 
a Melbourne kms aYes o No 
a Ballarat kms aYes o No 
a Geelong kms aYes o No 
a Other local hospital, kms aYes o No 
please specify: '" 
Ihe questionnaire is now complete. Please indicate below if you would be willing to participate in a one-to-one interview with 
he researcher to further discuss issues relating to psychosocial support for cancer patients. Thankyou for your assistance. 
~------------------------------------------------------------------------------------------------------------------------------------
) I do not wish to participate in an interview 
) I would like to participate in an interview Name: ___________ Ph: _____ _ 
9 
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Appendix C 
Cover Letterfi-om Specialist 
Dear Patient, 
Researchers at the University of Ballarat have recently been contracted by 
Grampians Integrated Cancer Services (GICS) to conduct a research project that will 
investigate psychosocial support services and needs of people living with cancer in 
the Grampians region. Psychosocial support enables people to have their emotional 
(psychological, social and spiritual) and informational needs met. 
GICS is one of nine Integrated Cancer Services (ICS) that were an initiative of the 
State government. The ICS's were established to drive and develop cancer reform 
with and through key stake holders, inclusive of service providers, patients and 
families of all age groups, across all treatment and care aspects of the cancer 
experience. 
To ensure that all people diagnosed with cancer in the Grampians region have an 
opportunity to participate in this research by responding to the enclosed 
questionnaire, I am assisting in its distribution on behalf of the University of Ballarat. 
Our office is sending out the request on their behalf to adhere to privacy laws, and to 
ensure confidentiality of your personal details. 
Please note that your participation is completely voluntary, and that your name is not 
required on the questionnaire, hence protecting your identity. I, your medical 
specialist, will not know whether you have participated in this study, as all 
questionnaires are returned to the researchers at the University of Ballarat. 
Your choice to participate, or not participate in this research will in no way affect the 
ongoing assessment, management, or treatment of your cancer illness. 
Should you choose to participate, please send your completed questionnaire, in the 
envelope provided, to the University of Ballarat. 
On behalf of the researchers, I thank you for your participation. 
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Appendix D 
Intervie"w Schedule for Cancer Patients 
GICS PROJECT 
CASE STUDY SEMI-STRUCTURED INTERVIEW SCHEDULE 
Date: Participant code: 
----
• You indicated that you were aware of some support services in this region. Where did 
hear about these services? 
• What sort of information were you given? Were/are you satisfied with the level of 
information given to you by medical personnel? 
• What sort of emotions did you experience throughout your illness? Did you need help 
dealing with these? Were/are you satisfied with the level of emotional support you 
received from your doctor? 
• Were/are you encouraged by your doctor or medical specialist to use a support 
service? 
• Were/are you encouraged by your family and friends to use any support services? 
• When you were referred on to a support service, how well did the referral system 
work? 
• When you used a support service, what types of issues did you need help with? 
• When you used a support service, was the assistance offered appropriate? 
• When you used a support service, was it effective in meeting your needs? 
• What reasons do you have for not using any of the other formal support services? 
• What types of informal support (family and friends) have you used? 
• How supported did you feel by neighbours/community? 
• How has this informal support been beneficial to you? 
• Were there times during your cancer illness when you needed more support than 
usual? 
• If so, what was it about these times that were different? 
• Based on your experience, can you identify any gaps in the support of people living 
with cancer in the Grampians region? 
• Are there any issues that affected the support you received directly related to where 
you live? 
• Are there any issues that affected the support you received that are directly related to 
the type of cancer you have? 
• Are there any issues that affected the support you received directly related to you 
being male? 
• How could support services in the region be improved? 
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Appendix E 
Interview Schedulefor Health Professionals 
SEMI-STRUCTURED INTERVIEW SCHEDULE FOR HEALTH SERVICES 
PERSONNEL 
Following are the types of questions to be asked in the interview: 
• What types of support services are cancer patients in the Grampians region referred 
to? 
• What referral pathways have been established in the region? 
• How does the access to support services vary across the region? 
• What are the strengths and weaknesses of the referral system? 
• Which support service are you most likely to refer a cancer patient to? 
• Do you feel confident in referring patients on? 
• Are you satisfied with your level of knowledge about what each support service 
offers? 
• For which types of psychosocial issues do you refer patients on to a support service? 
• Are cancer patients open to a referral to a support service? 
• What types of patients are willing to use a psychosocial support service? 
• For what reasons might patients not use these support services? 
• Are there enough services in the region to meet the emotional needs of cancer 
patients? 
• Are there enough services in the region to meet the informational needs of cancer 
patients? 
• Are these services appropriate? 
• Are these services effective? 
• Are you aware of what types of informal support patients may rely on? 
• What are the unmet psychosocial needs of patients with cancer in the Grampians 
region? 
• What are the perceived priorities for improving psychosocial support services? 
Psychosocial Support 198 
Appendix F 
Ethics Approval./i-om University ofBal1arat 
Human Research Ethics 
Committee (HREC) 
Research & Graduate Studies Office 
HUMAN RESEARCH ETHICS APPROVAL FORM 
Principal Researcher/Supervisor: S McLaren 
Associate/Student Researcher/s: J McDonald / D Corboy 
School: Behavioural and Social Sciences and Humanities 
Ethics Approval has been granted for the following project: 
Project Number: A06-137 
Project Title: Psychosocial support services and needs of people with cancer in rural and 
regional Victoria 
For the period: 8/9/2006 to 31112/2007 
Please quote the Project No. in al1 correspondence regarding this application. 
PLEASE NOTE: 
A final report for this project must be submitted to the HREC Executive Officer on: 
31 January 2008. 
Signed: ........ . .. .. ...... . . . ................ . .. . .. . Date: 8 September 2006 
(Executive Officer, HREC) 
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Appendix G 
Ethics Approvalfrom SJOG & BHS Hospitals Ethics Committee 
Tel: (03) 5320 4278 
Fax: (03) 53204554 
Ref: 06/NOVi2.1.4-07/JUN!2.3.5 
:28 June 2007 
Dt:Ilise Corboy 
Centre tClr Health Rt:search & Prac.tice 
Uni ver;:ity of Ballarat 
BY EMAIL TO: 4_,~(!U1JJl'jJj,,-!a!''!J.ilt.£fhL(I1! 
Dear Ms Corbo)' 
Psychosocial support services and needs of people with cancer in rural and regional 
Victoria. 
Your request dated May 21 2007 to amend the protocol for the above project was 
reviewed and approved at the Ethics Committee meeting held on 14 June 2007. 
Yours sine,ere! y 
IVr 10hn (Jallichio 
i?'-''r X.:cuiive Director - Medical Services 
Secretary, Ihllarat Health Sct'vices and St John of God Health Care 
Hurmm RescaITh Ethics Committee 
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Appendix H 
informed Consent/or Interview - Survey Participant 
INFORMED CONSENT TO PARTICIPATE IN AN INTERVIEW 
Project Title: Psychosocial support services and needs of people with cancer 
in rural and regional Victoria 
Researchers: Dr. Suzanne McLaren (Principal Researcher), Denise Corboy 
(Student Researcher), Dr. John McDonald (Associate Researcher) 
Code number (if any) allocated to the participant ............................. . 
Consent (fill out below) 
I, ...... ............ ... ............................................... .. .......... ............ ... .... . 
of ... ...... ....... .. ............. .................. .... .. ............... ...... .. .. .... ... .. ... ...... . 
hereby consent to participate in the above mentioned research project. 
The research program in which I am being asked to participate has been explained fully to me, 
verbally and in writing, and any matters on which I have sought information have been answered to my 
satisfaction. 
I understand that: 
• All information I provide (including questionnaires) will be treated with the strictest confidence; 
• Information provided by me during the interview will be recorded by the researcher using 
hand-written notes, and an audio tape recorder; 
• Any information that I give will not be attributed to me, nor will I be directly named in any 
reports unless I give specific written permission; 
• Participants will be referred to by pseudonym in publications arising from the research. 
• Data collected will be securely stored at the University of Ballarat for a period of five years; 
• Data will be stored separately from any listing that includes my personal details; 
• Aggregated results will be used for research purposes and may be reported at conferences or 
in scientific and academic journals; 
• Where the sample size is very small, it may be not be possible to guarantee anonymity or 
confidentiality of participants' identity; 
• I am free to withdraw my consent at any time during the study, in which event my participation 
in the research study will immediately cease and any information obtained from it will not be 
used; 
• Once information has been aggregated it is unable to be identified, and from this point it is not 
possible to withdraw consent to participate. 
SIGNATURE. .......... .... .... ... .. ..... ......... ... . .. ....... .... .... . DATE ...... ....... .. ....... .. ..... . 
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Appendix 1 
Ii?/ormed Consentfor an Interview - Health Professional 
INFORMED CONSENT TO PARTICIPATE IN AN INTERVIEW 
Project Title: Psychosocial support services and needs of people with cancer 
in rural and regional Victoria 
Researchers: Dr. Suzanne McLaren (Principal Researcher), Denise Corboy 
(Student Researcher), Dr. John McDonald (Associate Researcher) 
Consent (fill out below) 
I, ..... .. ............... ... .. ............. .. .... ........ ..... .................. .. .. ............ .. . .. . . 
of .... .. ............. ...... ............ .. ...... ....... ..... .... ... ........... ... .. ........ .... ...... . 
hereby consent to participate in the above mentioned research project. 
The research program in which I am being asked to participate has been explained fully to me, 
verbally and in writing, and any matters on which I have sought information have been answered to my 
satisfaction. 
I understand that: 
• All information I provide will be treated with the strictest confidence; 
• Information provided by me during the interview will be recorded by the researcher using 
hand-written notes and an audio tape recorder; 
• Any information that I give will not be attributed to me, nor willi be directly named in any 
reports unless I give specific written permission; 
• Data collected will be securely stored at the University of Ballarat for a period of five years; 
• Data will be stored separately from any listing that includes my personal details; 
• Aggregated results will be used for research purposes and may be reported at conferences or 
in scientific and academic journals; 
• Where the sample size is very small, it may be not be possible to guarantee anonymity or 
confidentiality of participants' identity; 
• I am free to withdraw my consent at any time during the study, in which event my participation 
in the research study will immediately cease and any information obtained from it will not be 
used; 
• Once information has been aggregated it is unable to be identified, and from this point it is not 
possible to withdraw consent to participate. 
SiGNATURE ............. ... ................. .. ...... ....... ...... .... . . DATE .. ......... .. ................ . 
